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PREFACE. 



The object of this book is suflficiently shown in 
the introductory chapter ; it is, what it purports 
to be, a collection of my experiences in the 
various operations of colotomy, and an attempt 
to arrange and explain in a systematic manner* 
the principles that guide me in my practice. 

For help given me in the preparation of the 
photographs I am indebted to Dr. Malcolm, 
Mr. C. T. Dent, Mr. Leared, and Mr. W. P. 
Ryall, and for professional and other assistance 
I have to thank Mr. Charles Mortlock and Mr, 
E. P. Jacobson. Other obligations are fully 
acknowledged in the text. 

Herbert W. Allingham. 

26, Grosvbnor Street, W., 
April, 1892. 
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COLOTOMY, 



CHAPTER I. 

INTRODUCTION. 

On several occasions during the last few years I 
have published papers dealing with the question 
of colotomy, and I have deemed it advisable to 
issue this work, as it is the result of the expe- 
rience I have gained on this important subject. 
However, I wish it to be clearly understood 
that I have no intention of writing a history 
of the origin, development, rise, and progress 
of colotomy in general, or of discussing and 
describing every one of the older methods of 
operating. It is therefore unnecessary for me 
to refer at any great length to the works of 
other authors, or to compile long tables of 
statistics based upon such study. My own 
experience of the subject will be found to 
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furnish matter for by far the largest portion 
of the book. 

My essential object is to set forth as plainly 
as possible the advantages and the disadvan- 
tages of colotomy as a whole ; to show the 
good points or the demerits of the main 
forms of colotomy, namely, left lumbar, right 
lumbar, left inguinal, right inguinal, and trans- 
verse ; and to indicate when each one of these 
respective operations can be employed with 
the most beneficial results. I have thon^t 
it wise to enumerate all tb&SB five methods, 
but for the aext few pages, and, indeed, during 
the greater part of the work, left inguinal 
and left lumbar colotomy will form the main 
topic of discussion* The transverse method will 
be described in its place ; but as it is rarely used, 
it cannot yet be said to compete in importance 
with the inguinal and lumbar modes. 

No doubt there may be a tendency for advo- 
cates of the inguinal method slightly to urge 
its advantages over the lumbar mode, but I am 
confident they would not assert that lumbar 
colotomy should never be resorted to. In this 
they do not follow the example of those veteran 
surgeons who confine themselves to praise of the 
older method, and who altogether ignore the 
advantages of inguinal colotomy, an operation 
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INTRODUCTION. 1 1 

which, aocording^ to their own writings, they 
have rarely or never performed. Inguinal 
and lumbar colotomy alike would suffer from 
such biased opinions, and some surgeons might 
be dissuaded from trying both operations, and 
would thus be unable to judge which was the 
better to perform in the different circumstances 
arising in the course of their practice. 

My former papers might lead it to be sup- 
posed that inguinal colotomy is the only one of 
these operations which I perform or countenance. 
That is not the case. At the outset, indeed, I 
was obliged to insist strongly on the merits of 
inguinal colotomy, so that others might adopt it, 
and that it might have an adequate chance of 
competing with its formidable opponent, lumbar 
colotomy, which had been earlier in the field. 
Now, however, inguinal colotomy has been fairly 
and freely tried, and I think we are in a position 
justly to compare it with the lumbar method. 
An endeavour may be made to assign to ihe 
two operations their due rank in surgery, and 
to ensure their employment on the most fitting 
occasions. If this attempt be successful, the 
full value of each operation will be brought out, 
and we shall desist from that old plan of using 
always the one or always the other, under which 
in certain conditions the method neglected was 
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safe and proper, and the mode actually employed 
was dangerous and wrong. 

My remarks as to the injuriousness of bias 
with regard to any particular form of colotomy, 
apply as strongly to the old prejudice against 
the operation in general. Formerly, colotomy 
was regarded as an extreme measure, which was 
only to be employed in cases where the patient 
was nearly bursting from distension. It was 
considered to be dangerous and rash, though the 
danger resulted mainly from faulty modes of 
operating, and from the slighter attention to 
antiseptic precautions than is paid nowadays. 
The making of an artificial anus was held to be 
a nauseating device, and I have heard medical 
men tell their patients that they themselves 
would rather die in the utmost agony than 
have colotomy done to them. Such remarks 
are positively wicked and absurd, and probably 
proceed from men who have rarely seen the 
operation performed, and who know nothing of 
the suffering which it saves and the relief which 
it gives. Views of this kind must have been 
handed down by tradition from professional 
ancestors, who were as ignorant as the present 
holders of such opinions. Men of this stamp 
cherished the same antipathy to ovariotomy in 
the early days of that operation, and deterred 
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their patients from undergoing it. But such 
futile prejudices have been swept away by the 
energy and ardour of later surgeons, and the 
old notions against colotomy are sharing the 
same fate. 

A survival of these ideas is the postponement 
of colotomy to the last possible moment. But 
we have now come to see that it is our duty 
not only to snatch patients from a distressful 
death, but also to relieve pain and discomfort 
in the earlier stages of their maladies, so tliat 
their remaining days may be made as peaceable 
as possible, and that death, when it does arrive, 
may come to pass with comparative ease. 

I trust I shall not be charged with saying 
that every patient with cancer, or with ulcera* 
tion combined with stricture, is, as soon as he 
is seen, when the malady is in an early stage, 
to undergo colotomy there and then. That 
would be as false and harmful treatment as to 
put off' operating till obstruction had almost 
caused death. Such cases should be carefully 
treated by opiates, etc., and should be atten- 
tively watched. As soon as it is found that 
the patient is beginning to suffer from inces- 
sant diarrhoea, from profuse bleeding, or from 
great pain, which cannot be remedied by 
medicine, we may then fairly ask whether life 
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cannot be made less wretched, and whether 
colotomy is not best suited for that purpose. 

When the patient is in such a state of suflfer- 
ing, his medical attendant should explain to him 
how matters really stand. If he be a victim of 
cancer, he should be told that he has an incurable 
disease which will grow, and that he may expect 
an increase of his discomfort, whether it be per- 
sistent diarrhoea, bleeding, or pain. He may 
then be informed that his trouble will probably 
be relieved by colotomy, but he must also be 
made to understand what colotomy means, viz., 
that the motions will always pass by the artificial 
opening. All questions asked should be faith- 
fully answered, and the medical adviser should 
state what choice he would make, and what he 
would have done to him, if he were placed in 
similar circumstances. To strongly urge colo- 
tomy without fully explaining its meaning 
is obviously as wrong and as unfair as the 
prejudiced advice not to undergo colotomy, 
which I have so strenuously censured. In- 
veterate habit and ingrained ignorance may 
still sometimes prevent the performance of 
colotomy when it is really needed, but its 
advantages are constantly becoming more 
generally recognised. A careful consideration 
of the condition of the patient is the first 
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requisite, and then, when we have put away 
all preconceived notions, we shall be able to 
see whether colotomy is advisable or not, and 
shall be able to determine what method is best 
adapted to the particular case. 



CHAPTER II. 

THE CONDITIONS NECESSITATING COLOTOMY, AND THE 

CHOICE OF OPERATION. 

We must now consider what are the conditions 
which call for one or other of the operations of 
colotomy, namely, left inguinal, left lumbar, 
transverse, right lumbar, or right inguinal. 

Cancer in the rectum or in any part of the 
large intestine is one of the most usual of the 
maladies which necessitate colotomy. 

There are three main divisions of cancer in 
the rectum which may be called its clinical 
varieties. The first is an annular growth which 
is rugged and irregular in shape ; it narrows 
the gut, but does not occasion much pain, nor 
is it rapidly fatal. It is frequently found in 
aged persons. The principal trouble which it 
gives is from constipation or spurious diarrhoea, 
and its main danger is a possible obstruction of the 
bowel. The second form is a hard mass which 
is usually firmly fixed, and has a deep, ulcerated 
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opening resembling a crater. Great pain is 
caused by faeces collecting in the crater -like 
opening, or by the mass involving and pressing 
upon the sacral nerves. The third division is 
an ulcer which spreads exceedingly rapidly, and 
has great destructive powers, very quickly attack- 
ing the vagina or the bladder. It is most 
usually seen in young and middle-aged persons, 
and death often results in a few months. 

In the sigmoid, descending, transverse, and 
ascending colons, cancer is generally an annular 
scirrhus-like growth, which gives rise to narrow- 
ing of the gut. Occasionally in any one of these 
positions the disease may be an extension of a 
cancer in one of the neighbouring organs, which, 
by its growth, pressure, or contractions, may 
narrow the colon in any of its segments. Putting 
aside the rectum, the most common places for 
these annular strictures and pressure-growths 
are at the sigmoid, splenic, and hepatic flexures, 
the order given representing the degree of 
frequency. 

Narrowing of the gut may also follow from 
tubercular ulceration, syphilitic ulceration, or 
dysenteric scars or ulcers, with stricture. In 
the sigmoid flexure there may be traumatic 
or inflammatory conditions due to pressure 
upon the sigmoid intestine by the child's head 

2 
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during labour, or to adhesions or contractions 
which result from neighbouring inflammation 
or abscesses. It is obvious that inflammations 
or contractions in the vicinity may similarly 
cause inflammatory conditions in any part of 
the colon. Last of all, there may be some 
congenital narrowing of the gut, necessitating 
•colotomy either in early or in later life. But 
these states are rare, and need not occupy space 
in this work. 

The question at once arises, when is colotomy 
•called for ? 

The commencement of obstruction is the first 
point to be discussed. When the rectum is 
involved and an obstruction is felt and begins 
to be complete, it is needless to waste time by 
waiting. The administration of oil, injections, 
and so forth, is of no practical use, for they give 
but temporary relief, and the patient will be 
;sure to have to undergo the operation later on, 
probably under much more adverse circumstances, 
when he is worn out and exhausted by distension. 
In such rectal cases, therefore, it is far better 
to perform colotomy as soon as the first definite 
symptoms of obstruction become manifest. 

In other parts of the large intestine it is not 
wise to perform colotomy immediately, for there 
is no absolute certainty as to the nature of the 
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obstruction, which may be only faecal, and its 
position, is often very difficult to diagnose. In 
these cases, then, abstinence from solid food, 
belladonna, etc., should be first tried, and if 
they fail to give relief, colotomy may then be 
resorted to. If the first attack of obstruction 
is relieved, and its nature and position are 
doubtful, colotomy should not be done till after 
repeated attacks of slight obstruction. 

A few further words as to the seat of the 
obstruction. When the growth or stricture is 
situated within the rectum, it can be felt, and 
a rapid decision can be made as to the time for 
performing colotomy ; and if the stricture be 
innocent, it can be determined what other line 
of treatment is the best to pursue, e.g.^ the use 
of bougies, division, and so forth. But when 
the obstruction is in any other part of the large 
gut, unless a mass can be felt, it is extremely 
difficult to tell what portion of the intestine is 
aflfected. It is then that, from fear of perform- 
ing colotomy too early, it is advisable for the 
surgeon to wait until fairly definite symptoms 
are manifested of obstruction which cannot be 
relieved by drugs. 

Pain is the next topic of importance. 

Some of the cancers of the rectum give intense 
pain, for the motions may pass over an angry 

2 — 2 
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ulcerated surface, or into a crater-like mass in 
which a portion of them fnay become lodged. 
When the motions pass over the growth they 
incite a strong desire constantly to go to stool, 
and the incessant straining gives rise to pain. 
Here colotomy is wanted to allay such suflfer- 
ing. 

Cases of ulceration with stricture of the 
rectum are frequently combined with very large 
and extensive fistulse, which spread from the 
ulceration in the rectum out into the buttocks. 
These fistulse are often very numerous, and 
when faeces and flatus pass through them, the 
pain is extremely severe. For the relief of this 
and for the prolongation of a life which may 
be made better worth living, colotomy is de- 
manded. 

When proceeding from annular cancerous 
strictures in other parts of the colon, pain 
presents great variability. In some cases there 
is little or none till obstruction has become 
almost complete. In other instances it may be 
frequent, of a colicky nature, and spasmodic. 
The patient may then be able to state with 
approximate accuracy where the pain is, and 
thus lead the surgeon to discover the seat of 
the obstruction, and the most appropriate mode 
of colotomy. 
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Sometimes the upper parts of the colon are 
attacked by ulceration with its accompanying 
contraction, and many inches of the intestine 
are involved. The pain resembles that given 
by cancerous stricture, being often colicky, and 
occurring repeatedly, but it is not usually severe 
till obstruction, too, has become a marked 
symptom. Thus the two conditions become 
united, and conjointly require operation. I must 
observe that for pain alone in the higher parts 
of the colon, colotomy is seldom needed. 

Bleeding is another state that may necessitate 
consideration. This is especially the case with 
a soft growth in the rectum, which is very 
vascular, and may be torn by the constant 
passage over it of faeces. The resulting 
haemorrhage may then be very severe and 
dangerous, and if injections of astringents 
have failed, colotomy may be necessary to save 
life. Bleeding rarely occurs to any alarming 
extent with tubercular, syphilitic, or dysenteric 
ulcerations, and in these conditions seldom calls 
for operative interference. 

The last state which may warrant colotomy is 
diarrhrjea. This is notably the case when there 
is cancer of the lower part of the sigmoid flexure 
and upper part of the rectum, or when there is 
syphilitic or tubercular ulceration not only of the 
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lower, but also of the upper parts of the large 
intestine. This diarrhoea may be most intense, 
and may occur as frequently as twenty times a 
day, greatly distressing the patient, making his 
life absolutely miserable, and wearing him to 
death. When ulcerations from tuberculosis, 
dysentery, or syphilis cannot be treated success- 
fully by mild remedies, colotomy, by cutting off 
the passage of faeces, allows the ulcerations to 
heal ; and by the immediate stoppage of the 
incessant diarrhoea, the patients are restored to 
a better state of health. Of course, in order to 
bring this about, the colotomy must be well above 
the diseased portion of the gut. 

It must be borne in mind that though I have 
considered all these conditions separately, as a 
matter of fact they are generally combined, and 
then more urgently call for colotomy. I have 
already stated that cancer, or stricture of the 
rectum or colon, often demands colotomy when 
obstruction is the only symptom. But there are 
cases when this obstruction is the smallest symp- 
tom, and when the patient with cancer of the 
rectum is far more seriously troubled in other 
ways, viz., he is in constant pain from motions 
passing over the growth, he has great tenesmus, 
he is terribly distressed by having to go to 
stool over and over again, night and day. 
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and, further, he incessantly passes blood mixed 
with slime. This combination of symptoms may 
occur in cases of cancer or of syphilitic or tuber- 
cular ulceration in the higher parts of the colon ; 
but, as a rule, obstruction is the main symptom 
when the disease is in the upper part of the 
gut, and these conditions of pain, bleeding, and 
diarrhoea are not so well marked. 

Colotomy, I must add, is even more necessary 
in tubercular or syphilitic conditions, when mild 
treatment has failed and the patients are run- 
ning downhill, than it is in cases of cancer. 
Cancer is a mortal disease, and the sufferer's 
term of life will not be long. These other condi- 
tions are not necessarily fatal, and if the dis- 
tressing symptoms are relieved and the passage 
of faeces is cut oflT, the rest from pain and irri- 
tation may allow the diseased parts to heal 
and the patient be enabled to live to a good age. 
The older school may dispute these views in con- 
sequence of their opinions as to the conditions 
of existence after colotomy has been performed, 
but I strongly hold to my contention. 



The Choice op Operation. 

We are now led to consider which colotomy is 
the best to perform in any particular circum- 
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stances. This question of the choice of the 
operation is of extreme importance. 

First, let us take the cases when the obstruc- 
tion is in the rectum^ and can be easily felt and 
diagnosed. These can be arranged under several 
heads. 

1. Cases of very complete obstruction. The 
obstruction having been complete, perhaps for 
ten or more days, the intestines are very dis- 
tended, and it is necessary to open the gut at 
once. Cases of this class are, I think, better 
treated by lumbar colotomy ; for it is only 
when the intestine is very distended that it is 
possible or probable that the gut can be opened 
without opening the peritoneum. My reasons 
for this assertion will be explained when I discuss 
the lumbar operation. 

2. In the second division the obstruction is 
well marked and of a few days' duration, and the 
distension, though not very great, may at the 
same time be fairly marked. In this class the 
choice between inguinal and lumbar colotomy 
may be left to the operator, for there is no great 
necessity to open the bowel at once. It is better 
for the gut to be fixed up (say for twelve hours) 
till the peritoneal cavity is well blocked oflf by 
lymph, and thus made safe from extravasation of 
faeces when the bowel is opened. If the disten- 
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sion is very slight I should always choose the 
inguinal operation, but if it is well marked and 
the case borders on class 1, I should do lumbar 
colotomy. 

3. The third variety comprises those cases in 
which there is very slight or no obstruction, and 
when the object of surgical interference is to 
relieve pain, irritation, or bleeding, or to diminish 
the rapidity of the growth. There is no doubt 
that inguinal colotomy is then the better method 
to employ. 

The question of choice is further affected by 
the cause for the operation. If it is cancer 
which gives rise to obstruction only, with no 
pain and little diarrhoea, the surgeon is free to 
make his own option between inguinal and lum- 
bar. But if the cancer causes great pain, diar- 
rhoea, and bleeding, then, if possible, inguinal 
colotomy should be done, for a good spur can as 
a rule be procured, whereas in lumbar colotomy 
the making of a spur is much more a matter of 
difficulty, and is sometimes quite impracticable. 
When in the rectum there are non-malignant 
strictures, combined with tubercular, syphilitic or 
dysenteric ulcerations, and often with fistulas, 
the importance and possibility of making a spur 
again demand inguinal colotomy. 

There are other reasons for preferring inguinal 
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to lumbar colotomy. The opening is in front, and 
can be attended to by the patient himself with 
far greater facility than when it is in the lumbar 
region. Further, a pad or truss can be readily 
adjusted to the opening in the groin. The 
inguinal operation can be performed with much 
greater ease ; the patients usually get well much 
more quickly, and there is less risk of opening 
any other viscus than the colon. In all these 
points the inguinal is an advance upon the 
lumbar operation. 

The three remaining forms of colotomy : trans- 
verse, right lumbar, and right inguinal, are very 
diflScult to choose between. Of course, if there 
is a stricture the position of which can be 
diagnosed, or if, in cases of ulceration, the end, or 
rather the starting-point, of the ulceration can be 
told, then the rule is to perform the colotomy 
only just above the seat of that stricture, or of 
that stricture with ulceration. But this can only 
be discovered when there is a tumour or disten- 
sion, or when the patient, from the pain and so 
forth, can indicate the locality. 

On the other hand, if the case is uncertain, I 
think it always wise to start with a median 
abdominal exploration. The exploratory incision 
should be made above the umbilicus and the 
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hand be passed into the abdomen and down to 
the sigmoid flexure. It should next be traced 
upwards until the stricture is felt or the narrow- 
ing caused by the ulceration be found to cease. 
The colotomy should then be performed just 
above the seat of the obstruction. For instance, 
if the disease is about the splenic flexure of the 
colon, I choose a transverse colotomy ; if it is at 
or extends up to the hepatic flexure, I use a 
right lumbar colotomy ; if it extends lower down,. 
I resort to the right inguinal operation. 

Again, if an exploratory examination by the 
median incision fails to discover definitely where 
the ulceration ends, or where the stricture is 
seated in the large intestine, I think it is wiser 
to do a right inguinal colotomy, so as to make 
sure of being well above the diseased part. 

I have said that I choose the operation which 
can be done nearest to the disease, that is to say, 
if the splenic flexure be at fault, I use transverse 
colotomy. My reason is that the length of the 
transverse mesentery gives a good chance of 
making a splendid spur ; but this opportunity is 
not always found in right lumbar, and never 
occurs in right inguinal colotomy. 

There is another good reason for colotomizing 
as near the rectum as possible ; the higher one 
proceeds in the bowel the less solid the faeces 
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become. In left inguinal and in left lumbar 
colotomy it seems that the faeces are nearly solid, 
for the greater part of the large intestine is 
above them and absorbs their liquid portion. In 
the transverse operation the motions are generally, 
though not invariably, liquid. In the right lum- 
bar and the right inguinal methods, as far as my 
experience goes, the faeces are always liquid, and 
are a continual source of annoyance to the patient 
later on — for motions are retained when solid, 
but are constantly discharged when liquid. 

It is perhaps advisable to add that when the 
median exploratory incision has been made and 
transverse colotomy is decided upon, the lower 
part of the incision is brought together, the 
upper inch or so alone being utilised to bring the 
transverse colon through, and then fixed up into 
the wound. If the examination reveals the im- 
possibility of a transverse colotomy, or of one 
lower down (i.e., nearer the rectum), the incision 
is closed, and a right lumbar or right inguinal 
operation is proceeded with in the manner here- 
after to be described. 



CHAPTER III. 

ANATOMY OF THE COLOTOMIES. 

Before describing the various methods of per- 
forming colotomy, I think it well to devote a 
little time to the anatomy of the regions to be 
operated on. Not that I intend to enter into 
minute details, for they are useless from a 
surgeon s point of view ; but, at the same time, 
rough surgical anatomy may be found to be of 
assistance when any difficulties arise in the opera- 
tions. 

Left Inguinal and Right Inguinal Colotomy. 

I will first discuss the anatomy of left inguinal 
and right inguinal colotomy, for the main features 
are alike — the only differences tying in the 
character of the gut and the variations in the 
arrangement of the peritoneum. The skin need 
not detain us, but the cellular tissue varies 
greatly, sometimes being very thick and ex- 
tensive, especially in stout patients, whereas in 
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the thin there may be little or none whatever. 
The next structure of importance is the external 
oblique muscle, whose fibres run in the direction 
-of the superficial incision, viz., downwards and 
inwards. Its thickness, of course, varies with 
the muscular development of the patient. As 
soon as this muscle is divided, the internal 
oblique is exposed, and may be recognised bj?^ the 
direction of the fibres, viz., upwards and inwards. 
The next object of interest is the last layer of 
muscle, the transversalis abdominis, which may 
l)e distinguished by the transverse direction of its 
fibres, which run from outwards directly inwards. 
When this has been exposed and divided, a thin 
layer of fascia comes to view, which is known as 
the transversalis fascia, and varies both in thick- 
ness and in colour. If the operator is not care- 
ful this may be mistaken for the peritoneum, 
and much time be wasted over it under that 
erroneous impression. Under this lies the 
subserous areolar tissue, which may present 
another pitfall ; for I have often seen it taken, 
to be the omentum. This is more especially the 
case when the transversalis fascia has been 
opened in the belief that it is the peritoneum. 
This error, however, should never occur, for the 
fat of the subserous areolar tissue is very different 
from the fat of the omentum. It is usually 
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darker in colour and more consistent, and never 
bulges up through the opening in the transver- 
salis fascia as the omentum does when the peri- 
toneum is opened. For, when that is the case, 
the omentum, if near, bulges through, and even 
appears as it were to flow through the aperture 
in the peritoneum. 

After the sub-peritoneal fat has been divided 
the peritoneum is reached. It is of a slatish- 
blue hue, and is as variable in thickness as most 
of the other structures I have described. The 
peritoneum, as is well known, lines the posterior 
surface of the belly muscles, and as it approaches 
the side of the belly is reflected from these 
muscles over the surface of the sigmoid colon, 
then over the iliac fascia and iliacus muscle, 
which occupy the concave anterior surface of 
the ilium. It is important to bear this in 
mind in connection with the two errors just 
referred to ; for when the transversalis fascia 
has been mistaken for the peritoneum, and the 
subserous areolar tissue has been thought to be 
the omentum, and been burrowed about in, the 
peritoneum which covers the subserous areolar 
tissue may be pushed off the ilium and the search 
for the gut made over the surface of the ilium, the 
peritoneal cavity having never been opened at all. 

Another important point in connection with 
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the peritoneum is the way in which it surrounds 
the sigmoid flexure. 

As shown in Fig. 1, the peritoneum h'nes the 
abdominal muscles and then passes over the sig- 
moid, binding it closely down to the ilium (there 
being little or no play for the gut ; in fact, there 
being little or no mesentery) and then being re- 
flected over the surface of the ilium. 

Abd. wall. 




Peritoneum. 
Gut. 



- Mesentery. 




Abd. wall. 
Peritoneum. 
--- Gut. 



— Medium 
mesentery. 



Fig. 1. 



Fio. 2. 



— Abd. wall. 




Fig. 3. 

Fig. 2 represents the second state, when, in 
consequence of the reflection of the peritoneum, 
there is some movement of the intestine. Here 
there is what I would term a medium-sized me- 
sentery. In Fig. 3 there is a long mesentery, 
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and thus there is free movement of the sigmoid 
flexure. 

These three conditions only hold to any large 
extent in left inguinal colotomy, though at times, 
but rarely, they may apply to the caecum. As a 
nale, however, Fig. 1 represents the state of . the 
caecum. Though apparently trivial matters, these 
points are of great importance from the surgeon's 
point of view, both with regard to operating and 
to the after welfare and comfort of the patient. 



Lumbar Colotomy. 

The regional anatomy of lumbar colotomy pre- 
sents many affinities to that of inguinal colotomy, 
though there are differences. In the lumbar 
region the cellular tissue is usually more abun- 
dant. The first muscles divided are the external 
oblique and the latissimus dorsi, which are in the 
same plane. As in inguinal colotomy, the fibres 
of the external oblique run downwards and 
inwards, and behind this is the latissimus dorsi, 
the course of its fibres being directly downwards. 
This muscle (as is the case in all regions) is 
separated by a thin layer of cellular tissue from 
the internal oblique, whose fibres go upwards 
and inwards, the posterior ones running almost 
directly upwards. The next structure is the 

3 
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lumbar fascia, which, if I may use the term, is 
the tendon of the transversalis muscle, a few of 
the posterior fibres of which may be exposed as 
it springs from the fascia. These fibres have a 
transverse direction. This fascia is very tough 
and thick, and is usually of a strong, fibrous 
nature. When the transversalis muscle and its 
tendon are divided, the anterior edge of the 
quadratus lumborum may be exposed, or may 
have to be severed, if it is large. The fibres of 
this muscle run vertically upwards, or incline 
slightly upwards and backwards. Nearly on the 
same plane as the quadratus lumborum, and under 
or posterior to the transversalis abdominis, is the 
transversalis fascia, which is intimately blended 
with the fat which is below or behind it, and in 
which, or rather amongst which, the kidney and 
colon are to be found. In the lumbar region, the 
subserous areolar tissue is very thick and abun- 
dant, and at times is difficult to distinguish from 
the peritoneum which it covers. 

The next structure to be exposed is the 
posterior or outer surface of the large intestine, 
and then, as used to be said, without opening the 
peritoneum^ there appear the longitudinal bands, 
and appendices epiploicse. 

Now, in order to explain when the longitudinal 
bands can really be seen, and when they cannot^ 
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it is necessary for me to give a detailed descrip- 
tion of the large intestine. I am compelled to 
do this, for it has been stated that, in lumbar 
colotomy, when the parietal peritoneum is not 
opened the longitudinal bands and the appendices 
can be seen, and that thus the large intestine 
can be distinguished from any other part of the 
intestinal tract. 

We are aware that the large gut, from the 



Abdominal wall. 
PeritoDeum. 



'Appendix 




^Epiplol'ca. 



Fig. 4. 

caecum downwards, has two distinctive features. 
The first is the presence of the three longitudinal 
bands, one on the anterior surface of the gut, 
Fig. 4 (a), another on the posterior (b), and the 
third on the inner aspect (c). The second charac- 
teristic is that attached to the large gut are the 
appendices epiploicse, which occur on no other 
part of the alimentary canal. I have noticed that 
the peritoneum, as it is reflected from the an- 

3—2 
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terior abdominal muscles, is loose, and that 
then, where it commences to surround the large 
gut, it becomes quite firmly adherent to the 
intestine at the longitudinal band a. It is 
now so fixed that it cannot be separated from 
the gut, it covers up band c, and is continued 
on to band b. Finally, from the posterior edge 
of B it may pass off the gut on to the posterior 
part of the abdominal wall. Thus Fig. 4 will 
show that the outer part of the gut is un- 
covered by peritoneum. However, I have already 
explained that this is by no means the usual state 
of things. If we look at the cases of a medium- 
sized mesentery (as in Fig. 2, p. 32), we see that 
the peritoneum is continued even further backward 
beyond and behind the bands a and b (Fig. 4), and 
thus forms a mesentery, and that hence little or 
none of the intestine is uncovered by peritoneum. 
In cases where there is a long mesentery (Fig. 3) 
this is even more marked, for then there is prac- 
tically no part of the gut uncovered by peri- 
toneum. 

There is another important point which further 
disposes of the erroneous idea that the longi- 
tudinal bands can be seen without the parietal 
peritoneum being opened. Take a piece of large 
intestine, covered by its peritoneum, and care- 
fiiUy examine it. It will then be observed that 
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when the intestine is surrounded by peritoneum, 
the bands are most distinct, looking like white 
silvery lines, about a quarter of an inch broad. 
All three of them will usually be found to be 
well marked. But when examination is made 
of a piece of large intestine, uncovered by peri- 
toneum, no band is visible. Further, if an at- 
tempt be made to strip the peritoneum off the 
intestine at a and b, the longitudinal bands will 
be seen to come away with the peritoneum, and 
then become lost ; or, if they do remain attached 
to the gut after the peritoneum has been removed, 
they are most indistinct, and badly marked. 

The above, I think, will show how mistaken 
are those who hold that the longitudinal bands, 
as bright, shiny bands, can be seen without 
opening the parietal peritoneum. Probably, 
unknown to themselves, they have divided the 
peritoneum and so opened the abdominal cavity, 
for unless that cavity is opened, it is impossible 
to see the bands on the large intestine. 

I contest in the same manner the assertion 
that the appendices epiploicse can be seen with- 
out opening the peritoneum. This, again, is 
an impossibility. These appendices are but 
small pedunculated masses of fat, enveloped 
by peritoneum (see Fig. 4), and attached to 
the inner aspect of the intestine. The diagram 
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shows that to view them it is absolutely 
necessary to open the parietal peritoneum. 
To see them on the non - peritoneal surface 
of the intestine would be impossible, for if not 
covered by peritoneum they would lose their 
distinctive characters, and become small masses 
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Fig. 10. 



of fat, indistinguishable from the subserous 
areolar fat, which has to be worked through in 
the downward progress to find the gut. 

There is a further point, the anatomical 
arrangement of the peritoneum, when the gut 
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is distended or collapsed. When, as in diagram 5, 
there is a distended gut, with little or no mesen- 
tery, the peritoneal reflexions are separated, and 
hence a good portion of the posterior or outer 
aspect is uncovered by peritoneum. Less surface 
is uncovered when, as in diagram 6, the gut is 
undistended. These alterations are of practical 
importance only when there is no mesentery, 
for when there is a medium mesentery, as in 7, 
distended gut, and 8, undistended gut, or a long 
one, as in 9, distended gut, and 10, collapsed 
gut, there is no separation to be seen which is of 
real surgical value. 

Transverse Colotomy. 

Transverse colotomy, as I have already ob- 
served, is usually combined with an exploratory 
abdominal section, the incision made being a 
median abdominal one. The anatomy is as 
follows : After the skin has been divided, some 
cellular tissue is met with, which varies in 
amount, and a few small vessels, which generally 
require attention. The next structure which 
is seen is the median raphe, and a little to the 
left of this may be observed the aponeurosis of 
the internal oblique ; this covers the next object 
for consideration, viz., the rectus abdominis, 
whose fibres run in a perpendicular direction 
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from above downwards. These fibres are divided, 
and we come upon the posterior layer of the 
fascia of the internal oblique ; this, too, is 
divided, so as to expose the subserous areolar 
tissue, and lastly the peritoneum. The trans- 
verse colon is now reached, and can be identi- 
fied from its longitudinal bands and appendices 
epiploicae. It has a good mesentery, which is 
easily to be made out. Obviously, if the large 
omentum present, it may have to be pushed out 
of the way before the colon is arrived at. 

In this sketch of the anatomy of the region 
I have described the anterior and posterior 
layers of the divided tendon of the internal 
oblique, with the rectus abdominis between them. 
Hence, it will be noticed that I take the incision 
through the rectus muscle, and not through the 
central point of union in the middle line, for at 
that spot there are no layers of the tendon of the 
internal oblique, and no rectus muscle is divided. 
However, I have purposely gone through the 
rectus, for I hold it to be the best incision, as 
it leaves a far firmer scar than when the incision 
is made in the median line. The latter is the 
usual place, but it is wrongly chosen, for a 
weak scar is often left, which may lead to hernia 
in the future. 

If a division be made of the Hght rectus, 
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the round ligament of the liver may be seen 
after the posterior sheath of the rectus has been 
cut ; but I do not advise that the incision should 
ever be made except slightly to the left of the 
middle line. 



CHAPTER IV. 

THE OPERATION OF INGUINAL COLOTOMY* 

Wb now arrive at the operation of inguinal colo- 
tomy. Though the right inguinal mode will 
receive brief mention, my discussion will be 
mainly of left inguinal colotomy, which is by far 
the most frequently performed. 

There is no doubt that the operation is an old 
one, but it is only somewhat recently that it has 
come prominently forward and has been generally 
used. It has been performed in many ways, 
some of them good, some of them bad. It will 
be well to refer to the methods which have been 
suggested of late years, so that my readers may 
compare them, if they think fit, and may perceive 
by what means the operation has been improved 
in its various details. This comparison may lead 
them to propose further modifications. They 
may also be impressed by the necessity of pre- 
venting inguinal colotomy from falling into 
bad repute in consequence of surgeons repeating 
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the old blundering ways of operating, which have 
been shown to be useless, if not harmful. 

Luke commenced the operation by making, in 
the groin, a perpendicular incision four inches 
long, and just outside the course of the epigastric 
artery. The sigmoid flexure was then sought for 
and pulled into the wound, the gut being opened 
at once. There are no advantages to be gained 
from this method, which has long passed out of 
use. It presents several disadvantages ; the 
opening in the gut may be near to the seat of 
the disease, and, if the sigmoid has a short mesen- 
tery, it may be difficult to bring the intestine to 
the surface. Again, the immediate opening of 
the gut increases the risk of extravasation of 
faeces into the peritoneal cavity. 

Reeves makes the ordinary incision used in 
inguinal colotomy ; it is from 3 to 4 inches 
in length, and starts 1 inch above Poupart's 
ligament, extending from a point just external to 
the abdominal ring to a little below the anterior 
superior spine of the ilium. My experiments as 
to the choice and place of the incision showed 
that this position is less good than the one I use 
myself, viz., just internal to the anterior superior 
spine. Reeves passes sutures through the gut in 
order to fasten it to the skin. Now, this increases 
the risks of the operation, for gas, and sometimes 
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faeces, may find their way through the punctures 
made by the needle, and thus enter the peritoneal 
cavity. 

Studsgard does the usual operation, but takes 
the following precautions in suturing, in order to 
obtain a good spur. I quote his own words : 
' The lowest sutures are introduced into the intes- 
tine in such a way that a great part in front lies 
free between the two corresponding sutures, while 
the posterior ones are passed through the bowel, 
close to another in the neighbourhood of the 
mesentery ; in this way a kind of spur is left at 
the lower angle.' Here, again, the needles are 
passed through the gut, and consequently some 
risk is incurred. 

Madeling divides the intestine, and stitches the 
upper end to the wound, while he sews up the 
lower end of the divided gut and allows it to 
drop into the abdominal cavity. This is a hazard- 
ous proceeding, for while the intestine is being 
sewn there is a danger of faeces escaping, espe- 
cially if they are liquid, or if the intestine is at 
all distended. Moreover, it is essential for the 
faeces accumulated in the lower portion of the 
bowel to be rSmoved before it is sewn up. If 
they are allowed to remain, the growth (if it is a 
case of cancer) will prevent them from passing 
downward, ulceration will ensue, and the dis- 



THE OPERATION OP INGUINAL COLOTOMY. 45 

charge find its way into the peritoneal cavity. 
Further, as has occurred in several of my own 
cases, the gut may be twisted when it is pulled 
up into the inguinal openinq*, and fixed there. 
If this twisting be not discovered, the operator 
may sew up the upper end and drop it back, the 
lower end being stitched to the abdominal wall in 
the belief that it is the upper end. Needless to 
say such a mistake would result in the patient's 
death. Such a case has actually come within my 
notice, 

Verneuil draws up the intestine, divides it, and 
attaches the two ends to the skin, so as to make a 
double-barrelled opening. Thus the motion in 
the rectal portion of the intestine can be washed 
out, or may discharge itself in a few days when 
peristaltic action returns. By this proceeding 
are to be incurred many of the dangers which 
may arise from some of the above methods of 
operating, e.^., leakage of faeces into the abdo- 
minal cavity, and so peritonitis. Especially is 
this likely to be the case if the gut is at all 
distended. 

In Mr. Cripps'^ method of doing the opera- 
tion an incision 2f inches in length is made 1;^ 
inches from the anterior superior spine, one third 
of the inch being above and two thirds below an 

* Brit. Med, Joum,, October 6, 1888. 
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imaginary line drawn from the anterior superior 
spine to the umbilicus. In making this incision 
the skin should be drawn a little inwards, so that 
the opening through the trans versalis fascia and 
the peritoneum is on a different level, when the 
skin is again relaxed, thus making the valvular 
opening, and rendering its subsequent closure 
with a pad easier. The peritoneum being reached, 
is pinched up and opened. ... A loop of bowel 
being drawn into the wound, two provisional silk 
ligatures are passed through a portion of the 
peritoneal coat opposite to the mesenteric attach- 
ment. These provisional ligatures, the ends of 
which are 6 inches long, help to steady the 
bowel during subsequent stitching to the skin, 
and eventually serve as guides when the bowel 
has to be opened. They should be 2 inches 
apart. The bowel is now temporarily returned 
into the cavity. The parietal peritoneum is 
then attached to the skin on each side of 
the incision. 

The bowel is again drawn out by means of the 
provisional ligatures, and fixed to the skin and 
peritoneum by six fine ligatures on each side. 
The ligatures should be passed not far from 
the mesenteric attachment of the gut, so that 
about two-thirds of the circumference of the 
bowel is external to the wound. 



THE OPERATION OP INGUINAL COLOTOMT. 47' 

In my opinion, this mode of operating is tedious 
and unnecessary, taking a long time to perform, 
and, what is even more important, no good spur 
is possible, nor is it even attempted by this 
method. The drawbacks of this way of operating, 
and its after-results, will be pointed out in later 
pages of this work. 

In Mr. Jesset's* operation for inguinal colotomy, 
the intestine is pulled through the opening and 
packed around with sponges. A band of india- 
rubber is passed through the mesocolon, and 
fastened tolerably firmly around the intestine as 
high up as possible to prevent the escape of faeces 
when the intestine is divided. The intestine is 
now cut across with scissors about 3 inches from 
its upper end, and the contents evacuated, and, 
if necessary, washed out with carbolized water. 
All bleeding points are secured. The divided end 
of the lower segment is to be invaginated, and a 
few catgut sutures passed through the serous and 
muscular coats to retain the invaginated part. 
This portion of the flexure is then allowed to 
drop back into the abdominal cavity. The divided 
end of the upper portion of intestine is next 
invaginated, and secured in place by means of a 
few catgut sutures, and the indiarubber band 
removed. All the sponges and packing are 

* Brit. Med. Joum. 1889. 
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removed and the parts thoroughly washed, and 
the parietal wound closed in the usual manner, 
<;are, however, being taken that the suture just 
above the intestine should pass through its serous 
and muscular coats, and the suture below is made 
to pass through the mesocolon. 

Two fine silk sutures also are passed through 
muscular and serous coats of the intestine and the 
abdominal parietes on each side, so as to be 
thoroughly secured from slipping. 

On the fourth day the spur may be cut away 
on a level with the skin, all bleeding points 
being secured. 

Mr. Jesset claims the following advantages : 
The diseased portion of the bowel is completely 
<;ut off from the upper segment. 

The lower portion of bowel being invaginated 
and returned into the abdominal cavity, there 
can be no prolapse of the mucous membrane 
from it. 

The upper portion of intestine being divided 
«o closely to its origin, there is not so much 
danger of prolapse from it. 

In Mr. F. T. Paul's* operation, incision was 
made in the left inguinal region, through which 
the sigmoid flexure was withdrawn. With the 
usual precautions, the bowel was divided in the 

* BriL Med. Journ., July 18, 1891. 
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middle, the distal end invaginated as in Senn's 
operation, and returned into the abdominal cavity. 
Into the upper or proximal end a glass tube of 
an inch in diameter was tied, its fore end being 
attached to a rubber tube, to convey the faecal 
discharge away from the wound. The piece 
of bowel was sewn to the edges of the wound^ 
the suture passing through its musculo-serous 
coats, and the rest of the wound closed with the 
same. About 2 inches of the bowel projected 
beyond the wound, which was then dressed with 
iodoform and salicylate wool. Each day motion 
passed by the tube. After three days the pro- 
jecting piece of bowel was cut away, good union 
having taken place, and in a short time a satis- 
factory artificial anus resulted. 

Exactly the same objections maybe applied to 
this mode of operating as to Madeling's operation 
previously described. 

I now turn to the discussion of my own method, 
which I first published in the British Medical 
Journal in the autumn of 1887. 

Whenever there is any possibility of choice as 
regards the anaesthetic, I prefer to use chloro- 
form — not that it is safer than ether, but because 
it presents several advantages from an operative 
point of view. When under ether, patients are 
invigorated, but in chloroform anaesthesia they 

4 
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are, as a rule, rather depressed, and therefore 
quieter. Thus their breathing is less rapid, and, 
when the operation is being done, the abdominal 
muscles do not move so much. Further, chloro- 
form causes a greater relaxation of the muscles, 
and renders them easier to work in, whereas 
ether appears to stimulate them. If there is this 
'Stimulation, the fingers, when inserted in the 
abdomen, are gripped by the muscles, and cannot 
be lised so freely. 

Again, with chloroform there is never, or sel- 
dom, the straining which is noticed while patients 
are under ether. This straining, or coughing, 
naturally tends, when the abdomen is opened, 
to force its contents through the aperture, and, 
moreover, makes the muscles rigid. Sometimes, 
too, the stimulation of ether causes bleeding from 
small arteries and veins, in consequence of the 
congestion which is occasioned. This does not 
occur when chloroform is used, for it lowers the 
arterial tension. Attention to these details may 
render the operation easy and comfortable, whilst 
a disregard of these matters may make it difficult 
and irritating. 

My instruments are as few and as simple 
as possible, viz., a small scalpel, about half a 
dozen of Spencer Wells' clips, a pair of dissecting 
forceps, scissors, and straight needles. 
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The patient is placed on a hard couch and 
anaesthetized, the legs and chest well covered 
with blankets, a mackintosh being over these, 
and wet towels over the mackintosh. The part, 
viz., the left or right inguinal region, is well 
cleansed and cleared of any hair. 

Then, about 1^ inches inside the left anterior 
superior spine of the ilium, and parallel with 
Poupart's ligament, I divide the skin and cellular 
tissue by an incision not more than 2 inches 
long, and frequently less. With a stroke of 
the knife, I sever the external oblique, and 
the other muscles, until the subserous areolar 
tissue is reached. This is picked up with two 
clip forceps, and divided. As soon as the peri- 
toneum is opened (which may, as a rule, be told 
from some omentum forcing its way through the 
aperture), I introduce my finger into the open- 
ing, and with scissors divide the deep structures 
up to the extent of the skin -wound. I never use 
a director, which is a confusing instrument, and 
tends frequently to split up the structures into 
layers. If the operator has a keen eye and 
a light hand, all the structures down to the 
peritoneum may be divided with rapidity and 
certainty, and all such perplexity be avoided. 
As soon as the peritoneum is divided I secure it 
with clip forceps so as to prevent it being pushed 

4—2 



5 2 COLOTOMY. 

away ; moreover, when it is held up, it stops 
any oozing of blood from the cut muscles pass- 
ing into the abdomen. A flat sponge, with 
a string attached (to prevent it being lost in the 
belly), is introduced to keep the intestines out 
of the way, and to catch any blood that might 
drain into the abdomen, while the parietal peri- 
toneum is being carefully sewn to the skin all 
round by interrupted fine carbolized silk or cat- 
gut. This mode of joining the skin and the 
peritoneum induces rapid healing, and lessens the 
danger of discharge from the muscles finding its 
way into the peritoneal cavity. 

Then the sponge is removed, and a search is 
made for the sigmoid flexure. In most cases it 
bulges into the wound, and is easily recognised 
by the longitudinal bands and appendices epi- 
plo'icae, but occasionally the small intestine or the 
great omentum presents itself. When the large 
intestine does not appear, I pass my first finger 
into the abdomen, sliding it over the iliacus 
muscle until I arrive at the intestine, which I 
hook up to the opening with my finger and 
thumb. If this manoeuvre fails, I search to- 
wards the sacrum, feel for the rectum, and trace 
the gut up ; should this not succeed, the finger 
must be passed upwards towards the kidney and 
the descending colon felt and traced downwards. 
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This usually has to be done when the mesentery 
is long, say 5 inches or more. The large 
intestine is much thicker and firmer to the feel 
than the small intestine, and can be distinguished 
from it by the ridges formed by the longitudinal 
bands. 

When the gut has been found and brought to 
the surface, I pass it through the fingers and 
seek for a piece with a sufficient mesentery — 
naturally this can be done only when the seat of 




Fig. 11. 



the disease is in the rectum or the lower part of 
the sigmoid flexure. Generally the part of the 
sigmoid first pulled up has quite sufficient 
mesentery. 

A good knuckle of gut being pulled through 
the wound with the finger and thumb, the 
mesentery is made out behind the intestine. 
A needle, threaded with carboHzed silk, is next 
passed through the skin on the outer edge of the 
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abdominal opening, then through the mesentery 
behind the bowel, back again through the mesen- 
tery, and is then tied to the end which had 
previously gone through the skin (see Fig. 11). 
When the suture is tightened, it keeps the 
peritoneum of the mesentery against the parietal 
peritoneum. This is the safest and quickest 
of the many ways suggested for fixing the mesen- 
tery, and is as efficient as any of them. The 
hare-lip pin, the use of which has been proposed, 
is clumsy and unnecessary ; further, if it has 
to be removed the mesentery may drop back. 
Next I secure the prominent piece of gut to 
the edges of the wound. In several places 
around I fix the gut to the skin by passing the 
needle very carefully, so as not to prick the 
mucous coat, the sutures being passed cmly 
through the muscular and serous coats. If 
possible I choose a longitudinal band to put the 
needle through, for that part of the intestine is 
tough and thicker. I pass one suture at the 
upper and one at the lower angle of the wound, 
and another on the opposite side to the mesen- 
teric stitch, and put in more if I find that there 
is too great a gap between the bowel and the 
skin edge in other parts. The more distended 
the belly is, the more of these sutures are required 
in order to prevent the small intestines or the 
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omentum from being forced out between the 
large intestine and the skin wound. 

By this method I have often performed the 
operation in fifteen minutes. When the opera- 
tion is finished, the appearance of the gut is as 
shown in Fig. 12. 

The gut is then covered over by some green 
protective, antiseptic dressings are applied, 



pads are placed over the opening to prevent 
any vomiting from causing the gut to break 
away from the suture, and the whole is held by 
an ovariotomy bandage. 

The next day, or even after six hours, if there 
is great distension or much pain, the gut, which 
by that time is thoroughly glued up to the 
abdominal opening, may be opened, and wind or 
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faeces be allowed to pass out. If the condition of 
the patient is satisfactory the gut may be left 
alone for three or four days. To open the gut 
I use scissors, cutting the intestine from above 
downwards to the extent of about 1 J- inches. 

There is generally a large quantity of gut, or 
rather walls of gut, on both sides of the incision. 
It is now my practice to cut this away till the 
edge of the gut is nearly on a level with the 
skin {see Fig. 13) ; the portion above the dotted 



line is removed. Unless this is done there is too 
great a prominence, for though the walls shrink to 
a certain extent they do not contract sufficiently. 
There is little bleeding, and no jmin is caused 
when the gut is opened or cut away. If there 
is a good spur a double-barrelled o])ening is now 
seen (Figs. 14 and 15). 

The essential point of my operation is-t<» make a 
good spur so as to prevent feeces i>assing below the 
artificial opening. Here is the method in brief : 
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To procure a spur means to fix up the gut, by 
the mesenteric stitch, in such a manner that no 
fseces can possibly pass from the upper part of 



the intestines beyond the inguinal opening into 
the portion of the gut below the opening ; such 



with directors passed int 



passf^e of faeces will only further irritate the 
malignant growth or stricture with ulceration. 

Unless such a spur has been obtained, I con- 
sider the operation to have been a failure. This 
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is particularly the case at the present time, when 
inguinal colotomy is done much earlier than 
formerly, and when one of the main objects of the 
operation is to relieve or allay this very irritation. 
If, through the neglect to make a spur, this 
irritation is maintained, or even aggravated, and 
the concomitant diarrhoea and pain are not 
stopped, we shall merely have added to the 
patient's discomfort ; for he will have a faecal 
fistula in the groin, instead of a complete and 
perfect artificial anus, intended to relieve the 
irritation of the rectum below the opening. 

Case IV.* — T. J., aged 59, married, healthy-looking man, 
had suffered from piles for eighteen months, from which he 
dated the commencement of his illness. The last few 
months had lost flesh rapidly, and complained of great diffi- 
culty in getting the bowels to act ; passed mucus ; frequent 
diarrhoea, with the passage of flattened, ill-formed motions. 
On examination, a hard rugged growth could be felt high 
up in the bowel, only just within the reach of the finger ; 
this surrounded the gut, and was firmly fixed; abdomen 
distended. April 22nd : I opened the sigmoid in the groin, 
as described ; found the gut easily. April 25th : I opened 
the gut and removed the walls ; the spur was well-formed 
and prominent. April 26th : A purgative was given, but 
did not act, and on introducing my finger into the upper 
orifice, I found a hard piece of motion blocking the passage ; 
this I broke down, and then the bowels acted very well; 
after this he rapidly got well. The motion accumulated in 
the lower part of the gut passed chiefly upwards, but some 
was passed by the anus. April 28th : All the sutures had 



* The number affixed to each case corresponds with that 
in the table given later on. 
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been removed, and the wound was dressed with zinc oint- 
ment, for a small part had broken down at the upper part» 
May 6th : Eeturned to his home, the wound nearly healed, 
and the case, to my idea, perfect. June 16th: As the 
patient had some difficulty in getting the bowels to act, I 
saw him again. He had gained flesh, and no fsBces passed 
below the spur. The rectum was completely blocked up. 
On examining the upper orifice, I discovered a polypus with 
a pedicle 4 inches long ; this I ligated and removed, and 
after that the bowels acted well. 

Case VI.— P. C, aged 45. About twelve months before 
he began to complain of pain and discomfort in the lower part 
of his pelvis and rectum. He rapidly lost flesh, and was 
constantly troubled with diarrhoea, accompanied with losses 
of blood and mucus by the rectum. An examination was 
made several times, but nothing could be felt in the bowel. 
When I saw him he had a very malignant aspect, was 
greatly emaciated, and complained of very severe pain in 
the rectum, sacral region, and down the legs. There was 
an offensive discharge from the bowel and persistent 
diarrhoea. On examination by the rectum, a hard mass 
could, with great difficulty, be felt high up in the pelvis ; but 
as it was impossible to make out the nature of the tumour 
on account of the pain occasioned by the exploration, ether 
was given, and the sphincter dilated ; then, with the hand 
pushed deeply between the buttocks, the hard tumour was 
found to be epithelial cancer, involving the entire gut, the 
greater mass being situated in the anterior wall, and the tip 
of the finger could just feel a hard crater-like opening in 
the upper part of the growth into which the faeces passed. 
As he suffered severe pain, and was greatly worried by the 
diarrhoea, I thought inguinal colotomy might relieve him, 
especially as he was getting bladder troubles. When the 
operation was proposed to him, he readily accepted any 
chance that might relieve him of his sufferings. Accord- 
ingly, on July 14th, I performed inguinal colotomy, follow- 
ing out all the details I think necessary. The gut was 
easily found by tracing it down from the colon, and stitched 
to the wound ; that night the temperature rose to 100% but 
he slept well, only occasionally complaining of tightness 
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about the abdomen. No vomiting; tongue moist; pulse 
96 ; no tenderness or distension of the belly. July 15th : 
Had a good night, after an injection of morphine. Took 
liquid food well. As the abdomen was distended and the 
tightness still complained of, I removed the dressings, and 
opened the intestine (thirty-six hours after operation), cut- 
ting away the walls on a level with the wound. Spur com- 
plete and well formed. Much wind passed, affording great 
relief. Temperature 99% pulse 88. July 16th : Much more 
comfortable, but still had pain in the back. The bowels 
had not acted by the artificial anus; the intestine wall 
glued by lymph to the parts around. July 17th : Bowels 
acted with no pain. July 19th: Much pain in passing 
water ; evidently the growth had extended into the bladder, 
for he passed blood and some shreds of tissue. Some 
pain in the bladder after passing water; gained flesh. 
August 6th : Went home, relieved of the severe pain he 
suffered prior to the operation. 

Case XIV. — W. M., aged 31, was admitted into St. Mark's 
Hospital on December 17th, 1888. For more than a year he 
had had difficulty in passing motions; this was at first 
attributed to simple stricture. There was also increased 
frequency of, and difficulty in, micturition. Though he lost 
considerable flesh and his strength was generally failing, he 
was able to continue his duties till two months before ad- 
mission. 

The bowel was now almost entirely blocked, and only 
liquid fsBces were passed, and those in small quantities. He 
now sought special advice in a large town in the neighbour- 
.hood. He was pronounced to be suffering from malignant 
disease of the rectum and bladder ; but no active measures 
were proposed. 

By this time he was in a very wretched condition. For 
three weeks he had practically passed nothing per rectum, 
his abdomen growing more and more distended, though he 
occasionally obtained slight relief from vomiting. 

When he arrived at St. Mark's on December 17th, he was 
extremely emaciated. 

The abdomen was much distended. On examination per 
•rectum, the finger came immediately upon the bladder, which 
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apparently occupied nearly the whole pelvis, and rendered 
the lower part of the rectum almost horizontal* The lower 
part of the hladder was extremely hard; high up in the 
rectum carcinomatous nodules were with difficulty felt. 

His condition was explained to him, and inguinal 
colotomy was advised. This he consented to undergo. 

The large intestine was found, and was drawn through 
the opening and secured to the abdominal wall. A 
small aperture was made in the gut, and the tension was 
lessened by the escape of a quantity of wind and a small 
amount of faeces, none of which reached the colotomy 
wound. The hole in the gut was closed by pressure 
forceps. 

The next day, the 18th, the patient was doing well. He 
appeared to have been much relieved ; his appetite was im- 
proving, and his pulse was good. 

The opening in the gut was enlarged, but no bowel was 
removed. 

On the 22nd his appetite was poor. He was somewhat 
restless and evidently failing. His pulse was weaker and 
quicker, and his tongue furred. There was a copious 
discharge of mucus from the bowel through the wound. 
The urine, when drawn off through the catheter, was tinged 
with obviously vesical blood. 

For the next four days, though he had no pain, he was 
clearly losing ground. There was no special indication of 
anything except that the urine was quite dark, and con- 
stantly and freely passed, always loaded with blood. 

On the 28th he complained of intolerable weakness. At 
midnight he lost all interest in his surroundings. His pulse 
was 150, small, and hardly perceptible at the wrist. At 
12.45 a.m., on the 29th, he died. 

The post-mortem examination showed there was a cancer- 
ous deposit round the sigmoid flexure, which extended to 
the neck of the bladder and caused almost complete obstruc- 
tion of the gut. The bladder was much dilated and hyper- 
trophied. The mucous membrane was much engorged, and 
was involved in cancer in places. 

Case XXXI. — Mary G., aged 41, was admitted into 
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St. Mark's towards the end of June, 1890. She had 
had nine children, six of whom were were still living 
and healthy, whilst three had died young. Eighteen 
months before admission she had a miscarriage, followed 
by pain in the back. This grew worse, and ten months 
after that she had bleeding from the rectum. She con- 
sulted a doctor, who gave her medicine, but made no 
rectal examination. 

The patient had lost a large quantity of blood at stool, 
and was troubled by a slimy discharge. She had severe 
pain in the back, and had lost much flesh. Until a few 
days before admission the bowels had been very relaxed. 

There was a hard growth too far up the rectum to allow 
of excision, and nearly blocking the entire rectum. On 
June 30th, inguinal colotomy was performed in the ordinary 
way. The next day the gut was opened, and the bowels 
acted freely. On the fifth day the walls of the gut were cut 
off on a level with the skin. Satisfactory progress was made. 
The bowels acted from the upper opening, the lower aper- 
ture being almost completely closed, and only admitting a 
probe. There was a good spur. 

On July 31st the patient was discharged. 

Case XXXVIIT. — C, Mr., aged 50, was seen by me on 
October 5th, 1890. About eighteen months previously he 
began to suffer from rectal trouble. He was treated for some 
time for dysentery and piles, and then was discovered by Dr. 
Allen to have a malignant disease of the rectum. When I 
saw him he was a very pale sallow man, emaciated, suffered 
much on and after the action of the bowels, going constantly 
to stool without much relief, and frequently passed blood and 
mucus. On examination there could be felt a large mass 
surrounding the rectum, too extensive and fixed to be re- 
moved, so advised colotomy. Inguinal colotomy was per- 
formed ; the mesentery was long, and a good spur formed. 

The next day, as the patient was distended and troubled 
by wind, I just opened the gut, and much flatus escaped. 
Two days after the patient was purged. As all was very 
quiet, and the patient wanted well purging, I did not re- 
move the excessive gut until nine days after the operation. 
Ether was gives, the gut was cut away ; several vessels 
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wanted securing. The stitches were removed a few days 
later, and in fourteen days he left town quite well. There 
was no prolapse ; he had entirely lost all his pain, and even 
had gained flesh. Bowels acted freely from the upper of the 
two openings. 

Case XXXIX.— P , Mr., aged 70, October 30th, 1890. 

I had seen the patient a year previous to the operation, 
when he said he had had rectal trouble for three years. 
He looked fairly well, but had lost flesh. On examina- 
tion I found a cancerous mass situated at the posterior 
aspect of the rectum, too high to remove, causing no ob- 
struction, not much pain, only constant desire to go to 
stool. I ordered him opium injections, etc., to allay the 
trouble, and for eight months he went on very fairly well ; 
but for the last four months the desire frequently to go to 
stool greatly increased. There was constant straining. 
The growth not unfrequently bled, and there was pain for 
some hours of the day. All these things greatly worried 
him, so I proposed inguinal colotomy to him, which he 
most readily agreed to. 

Accordingly, October 30th, I performed left inguinal colo- 
tomy, as already described. There were no special diffi- 
culties; the mesentery was fairly long, and the gut soon 
found. I made a good spur, but did not pull much of the 
gut out. The history of the after-treatment is as follows : 

The gut was opened on the third day, and a few days later 
some of the skin stitches suppurated, and a small abscess 
formed near the wound. I was very anxious about him, on 
account of his age, but on removing the sutures some pus 
was discharged, and a small slough in a few days came 
away. I did not in this case remove the overhanging gut, 
on account of his age and the delicate condition of the 
tissues— that is to say, their low vitality and liability to in- 
flame. The overhanging pieces of gut greatly shrivelled up, 
but I must admit left rather an awkward lump, not so good 
a condition as when they are removed. The bowels acted 
from the upper end. There was a fair spur. No prolapse ; 
but as I have said before, as the overhanging gut was not 
removed, the opening appeared more prominent than usual. 
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The patient lost all his pain, and improved in spirits and in 
general health. He took about six weeks to get well. 

Case XL. — T., Mr., aged 53 ; weighed, when well, 14 stone ; 
October 25th, 1890, when I saw him, was reduced to 10 stone. 
Had the following history : About two years before began 
to suffer with rectal trouble, occasional bleeding from the 
bowel, and frequent, but not sufficiently copious, stools. 
For the last six months had very great difficulty to get 
the bowels to act ; when they did, he only found tape- 
like motions, and slimy and blood-stained discharge. His 
aspect was ashy, and he suffered considerable griping 
pain in the abdomen, which was rather distended. On 
rectal examination could be felt a hard nodular mass in the 
bowel, completely narrowing the gut and at the same time 
prolapsing into the lower part of the rectum. 

On the 25th October inguinal colotomy, performed in the 
same position and same way as I always do. The gut was 
soon found, fair mesentery, so could make a good spur. No 
complication in the operation. Two days later I opened the 
gut aud ordered a purgative. Seven days later I cut off 
the superfluous gut ; very little bleeding ; no pain whatever. 
In a few days he got up, and in less than three weeks 
from operation returned home. The bowels acted from 
the upper opening. There was a good spur. No prolapse 
from upper or lower opening. The lower opening was con- 
tracting up rapidly ; patient looked well ; no pain ; had 
put on flesh. 

Case LII. — James G., aged 61, was admitted into St. 
Mark's Hospital on July 11th, 1891. 

During the last three months patient had suffered very 
much from weakness and pain iu anal region ; this came 
on worse when he went to stool, but was also constantly 
present, more or less. Patient had lost control to a con- 
siderable extent, and could not pass water without at the 
same time passing a motion. Bowels had been opened on 
an average seven or eight times daily. Patient had lost flesh. 

On July 13th I performed left inguinal colotomy. No diffi- 
culty was experienced, though the mesentery was short. 
Suture passed under the gut. 

The next day the gut was opened. 
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July 16th : Some dyspnoea and wheezing noticed. Face 
slightly cyanosed. Patient propped up in bed and given 
strong beef-tea every two hours, and 4 oz. of brandy. 
July 17th : Patient much better. Tongue moist. Slept 
at intervals during the night. Pulse regular and less fre- 
quent than yesterday. The cyanotic appearance had cleared 
away. Cough rather frequent. July Slst : Very good spur 
formed, and bowel discharging from the upper opening. 
July 28th : I removed with scissors that part of the bowel 
which protruded too prominently from the wound. 

August 8th: Patient much relieved by the operation. 
Discharged, owing to hospital cleaning, to be readmitted for 
excision of the rectum. But he was so comfortable from 
the colotomy that he did not wish to have the growth ex- 
cised, although that was possible. 

Case LIV.— E., Mr. J. In the early part of 1890, Mr. 
E. consulted me for cancer of the rectum, involving the 
entire circumference for about 4 inches from the anus up- 
wards. A healthy gut could be easily felt above the growth. 
I excised the rectum. For some months all went well ; but 
at the beginning of 1891 I found the rectum had begun to 
contract, so that I advised the daily passage of the finger, 
which corrected the contraction for some time. However, 
after a while the rectum contracted still more, and from 
several small places blood began to issue, and there were 
symptoms of recurrence of the growth. 

In the early part of September I saw him again, and it 
was then quite obvious that the growth had recurred in the 
rectum, which was so blocked up that the finger could not 
be passed beyond the growth and stricture. Accordingly, 
on September 19th, 1891, 1 did left inguinal colotomy in the 
usual way. There being a medium mesentery, I was able 
to make a good spur. The gut was opened on the second 
day ; the superfluous walls of the gut were removed in the 
usual way. About a fortnight later he developed erysipelas,, 
and was very ill for a week. However, he recovered, 
and returned home five weeks after the operation, being 
much relieved from the rectal pains, diarrhoea, and bleeding. 
The bowels acting from the upper of the two openings ; good 
spur ; no prolapse. 

5 
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Case LV. — Father A., aged 25, came to the Great Northern 
Hospital on September 2l8t, 1891. For the four last 
years had had great pain about the sacrum and great con- 
stipation. About twelve months before noticed a slimy dis- 
charge from the bowel, and the constipation turned to inces- 
sant diarrhoea mixed with blood and slime. Of late had 
rapidly lost flesh. On admission, emaciated, unhealthy- 
looking man. In the rectum could be felt a large irregular 
mass, about 4 inches up, situated and fixed dorsally, as if 
growing from the sacrum. The opening would not admit 
the finger, and the upper limits of the growth could not be 
felt. He complained of constantly wanting to go to stool, 
and passing slime and blood, sometimes slightly mixed with 
mucus. As excision was out of the question, I did inguinal 
colotomy in my usual manner. The mesentery was short, 
and only a small loop of intestine could be drawn out. 

The patient did very well, the temperature remaining 
nearly normal. No distension of the abdomen. On the 
third day I opened the gut, and the next morning a purgative 
was given, and the bowels acted freely. About a week after- 
wards I cut away the overhanging edges of gut on a level 
with the skin. No pain, and only a few vessels required 
securing. 

On 21st October he left the hospital ; was much stronger, 
and had gained in weight and looked better in aspect. 
Bowels acted only by the inguinal opening, none passing to 
rectum, and he had entirely lost the distressing diarrhoea 
and much also of his rectal pain. 

Case LVII.— C, Mrs., aged 73, had the following history : 
for about six months had been troubled with frequent 
diarrhoea, having to get up many times at night; only 
passing blood and mucus, and at times getting obstruction 
lasting for a week. On examination, I found a large mass 
of cancer about 5 inches up the bowel which bled on the 
slightest touch; could not pass finger through the mass, 
which had also greatly involved the vagina, causing con- 
siderable pain. 

On October 2l8t inguinal colotomy was performed in the 
usual way. The gut was opened on the next day, and a 
quantity of flatus passed. On the fifth day the gut was 
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more freely opened, and some of the prominent walls 
removed. As the patient was old, I must admit I did 
not remove much of the overhanging walls, for fear of too 
severe haemorrhage. 

After the operation she rapidly improved in health, put 
on flesh, and was entirely relieved of the distressing diar- 
rhoea and bleeding ; and the bowels acted freely from the 
inguinal opening without pain, a quantity of old and hard 
fsBces being evacuated. 

In three weeks' time she was quite well, there being a 
good spur, no faeces passing by rectum, no prolapse ; but, 
to my mind, the opening was a little too prominent, no 
doubt due to the fact that I had not removed all the walls 
of the gut. 



CHAPTER V. 

THE SUPPLEMENTARY OPERATION. 

After I had performed eighteen cases of inguinal 
colotomy, I became able to observe the various 
points of the operation. I found that there was 
one condition in which operating in the iliac 
region might be disadvantageous, not to say dis- 
tressful, in its results. In more than six out of 
the cases I noticed that, after the patients had 
got up and had been able to go about, they 
suffered from a large procidentia of the gut 
through the inguinal opening. This naturally 
occasions great discomfort, and necessitates the 
use of a strong truss to retain the intestine in 
its place, and whenever the bowels act this pro- 
cidentia occurs. For a long time I pondered 
over the possible causes of this procidentia, and 
could not easily arrive at a satisfactory solution. 
My first theory was that ^an excessive large- 
ness of the incision in the abdominal wall had 
brought about this unlooked-for and altogether 
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undesirable effect. In some of my cases, there- 
fore, I limited the incision in the abdominal 
wall to a length less than two inches, and found 
some variability in the results. In one or two 
cases the procidentia was partially obviated, in 
others it was as bad as ever. I had, then, to 
come to the conclusion that my theory had been 
erroneous, and that an increase or a decrease in 



the size of the incision could neither cause nor 
impede this protrusion of the gut. After think- 
ing over the matter it occuired to me that the 
procidentia might have some relation to the 
length of the sigmoid mesentery, which is some- 
times of considerable dimensions, measuring at 
least 4 inches from the intestine to its attach- 
ment to the ilium. It may be seen from the 
accompanying Fig. 16, that if the intestine he 



pulled out only to a limited extent so as to make 
a spur, but the mesentery at a and 6 be long, 
whenever the bowels act the lengthy mesentery 
will easily allow the gut to protrude. The 
resulting state will be that shown in Fig. 17, 
that is to say, the intestine will be procidented 
until the mesentery at a and b has become taut. 
I now perceived what ought to be done in such 
cases. After I have performed the first part of 



the operation in the usual way by niaking an in- 
cision two inches in length, one inch internal to the 
anterior superior spine of the ilium, the parietal 
peritoneum being stitched to the skin, I pull out 
the gut by its lower end till no more can be 
made to protrude, and do the same to the upper 
end. The mesentery is now quite taut, and a 
lar^e bunch of intestine, several inches in length, 
has been drawn through the opening, and is 
allowed to rest upon the abdomen. This is 
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represented in Figs. 18 and 19. I then pass 
sutures through the mesentery, and several 
through the muscular and serous coats of the 



bowel, so as to prevent it sHpping back. The 
mesentery being perfectly taut, no procidentia is 



In two or three days after this first operation 
the gut is opened so as to allow of the exit of 
wind, and in a week or so all the gut outside 
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the belly is removed. First of all I apply a 
clamp about a quarter of an inch from the wound, 
And screw it up tightly. The clamp should be 
provided with spikes, as shown in Fig. 20, and in 
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any case should have a firm and good grip. Unless 
this is seen to, when the intestine is cut off the 
clamp will slip off the stump, and serious haemor- 
rhage will ensue. My cases testify to the great 



importance of this provision. I then cut off all the 
portions of gut above the clamp, Fig. 21, allowing 
the latter to remain firmly fixed for twenty-four 
hours — indeed, so long as any slackening of it 
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causes bleeding. When it is taken off, no bleed- 
ing then occurs. The amounts of intestine I 
removed in my cases measure from 4 to 12 
inches, and weigh from 3 to 7 oz. 

During the progress of one case I had the 
opportunity, thanks to the kindness of Mr. G. 
R. Turner, of St. George's Hospital, of seeing a 
post-mortem examination on a subject on whom 
he had performed inguinal colotomy. The patient 
had been operated on soon after the publication 
of my first paper on inguinal colotomy, and had 
lived for many months. There was no proci- 
dentia through the inguinal opening, and I was 
able to discover the reason for this. The sigmoid 
had no mesentery, or, at any rate, an extremely 
short one ; and the intestine was found to be 
resting close upon the iliacus muscle, and was not 
movable in the belly. The operation had been a 
complete, success, a perfect spur having been 
obtained, and there being no protrusion. Thus 
my theory as to the etiology of procidentia fol- 
lowing upon inguinal colotomy was satisfactorily 
confirmed. 

I must confess that this supplementary pro- 
cedure of cutting awaj^ so large a quantity of 
the gut has somewhat increased the seriousness of 
the operation. Nevertheless, the exceeding dis- 
comfort occasioned by this possible procidentia 
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necessitates a fair grappling with the circum- 
stances. 

The fact remains that if the original operation 
has succeeded, and the patient's life is likely to be 
prolonged for some considerable time, the descent 
of the intestine from the inguinal opening must 
be prevented. It should be remembered that the 
presence of a slack and lengthy mesentery is the 
sine qud non of this supplementary procedure. 
If this long mesentery does exist, and no steps 
be taken to stay this procidentia, patients who 
have been operated on for innocent stricture with 
ulceration of the rectum, probably combined with 
recto-vaginal or recto-vesical fistulse, will be in 
the following condition : they have submitted to 
a palliative operation which may have been en- 
tirely successful in its main object, the relief of 
obstruction of the rectum ; yet the resulting good 
has been accompanied by a resultant evil. 
Through the new opening in the groin the intes- 
tine protrudes, and it is a source of constant 
trouble and discomfort. Some patients have told 
me that had they been aware of this possible 
sequela, they would never have consented to un- 
dergo inguinal colotomy. Their life is simply 
spoilt, and they are practically prevented from 
going about and mixing with the world at large 
in consequence of the constant protrusion of the 
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mass. In cases of innocent stricture, where the 
patient is likely to have a considerable lease of 
life, I would strongly recommend the adoption of 
my supplementary procedure of entirely removing 
all of the intestine that can be drawn out of the 
inguinal opening. 

On the other hand, in bad cases of malignant 
disease, when the patient is greatly exhausted, 
and has probably only a few months, or perhaps 
weeks, to live, I do not deem it wise to carry out 
any further operation. Be content with pulling 
the intestine well through the wound, and so 
make a good spur. If procidentia does ensue, 
it will not be of much moment, for the patient 
will be practically confined to the bed or sofa, 
and cannot lead that more or less active life in 
which his procidentia is so extremely discom- 
forting. 

Still, inasmuch as my clamp does away with 

any risk of hjemorrhage, I am not afraid to per- 
form the supplementary operation in selected 
cases of cancer. I have altogether treated fif- 
teen cases in this manner with perfect success as 
regards any after prolapse, and not one patient 
has died from it. 

A few points in this operation require special 
mention : 

1. Pain is experienced when cutting through 
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the mesentery, but none whatever when cutting 
through or into the intestine proper ; it is there- 
fore wise to administer ether when removing the 
protruding portion of intestine. 

2. The clamp for holding the intestine must 
be spiked, and have a firm and certain grip. 
Unless these requisites are provided the clamp 
will slip and cause severe hajmorrhage. More- 
over, the clamp should not be applied too close 
to the wound, but should be placed about a quar- 
ter of an inch distant. It should be kept on till 
no haemorrhage follows on any loosening or un- 
screwing. In one case I used no clamp, and con- 
sequently there was considerable bleeding. In 
another case the clamp was not spiked, and there- 
fore slipped ; the haemorrhage was exceedingly 
sharp, and caused me much trouble. In a third 
instance I removed the clamp a little too soon, 
and was obliged to clip two bleeding vessels. 
Unless all the above particulars with regard to 
the clamp be conscientiously attended to, the 
great probabilitj^ of severe haemorrhage will 
enormously increase the danger of this supple- 
mentary operation, and may, therefore, tend to 
militate against its adoption. 

I shall first detail my early cases to show how 
I arrived at the importance of a good clamp. 
Therefore, the earlier ones are not to be taken as 
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typical examples of the way in which I now 
perform the supplementary operation. 

Case IX. — Mrs. S., aged 40, came to me at the Great 
Northern Hospital with the following history : About twenty 
years before she had had syphilis, with a bad ulcerated 
throat ; a few years later bowel troubles had commenced, 
with diarrhoea and the passing of blood. She was treated 
at the London Hospital, under the care of Mr. Jonathan 
Hutchinson, mercury being given and bougies being passed. 
She remained fairly well for some time, but at length her 
bowel troubles recurred, and she entered the Soho Hospital 
for Women, being placed under the charge of Mr. Eeeves. 
Here a similar line of treatment was pursued to that 
previously used at the London Hospital, but only slight 
benefit was afforded. 

When I first saw her in May, 1888, she was suffering 
from a bad stricture of the rectum 4 inches up, through 
which I could not pass the finger. There was also exten- 
sive ulceration of the rectum, with a large recto- vaginal 
fistula. The bowels had not acted for six days, and the 
abdomen was rather distended. I suggested inguinal 
colotomy, and to this she consented. Accordingly, on 
May 6th, she was operated on (Mr. Le Gros Clark being 
present), her temperature at the time being 104° Fahr., but 
her state was so serious that I thought it inadvisable to 
permit any delay. I first made the inguinal incision in the 
usual way, stitching the parietal peritoneum to the skin, 
and upon the belly being opened, about 2 quarts of ascitic 
fluid were discharged. I then sought for the sigmoid, and 
upon pulling it out from the abdomen found it to be acutely 
inflamed. I determined that if the mesentery were long I 
would prevent any procidentia by the method above 
described. The mesentery was lengthy, and I duly per- 
formed my operation of pulling it out and tying up the 
intestine. That night the temperature fell to the normal, 
but as it rose slightly the next day, I thought it wise to 
remove the outlying gut. This I did on May 7th, twelve 
hours after the previous operation, the amount of intestine 
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cut away weighing 3^ oz. As I did not use the clamp, the 
haemorrhage was profuse, and the vessels required many 
clips. The patient was rather faint, but soon rallied. 

May 15th : All stitches removed except the deep one. 

June 6th : Doing very well, wound healing, was dressed 
-with red wash. Bowel syringed daily through lower opening. 
June 9th : Ulceration less, but stricture would not admit 
tip of finger. Abdominal wound fast healing. June 13th : 
Left the hospical. Bowels acted well through inguinal open- 
ing, far less discharge, wound quite healed. Patient had 
good appetite, and felt much stronger. There was no dis- 
•charge. October 20th: Saw the patient again nearly six 
months after the operation. There was no procidentia 
whatever, but, as a little piece of mucous membrane was 
pressed upon by the truss, I advised her to come into the 
hospital, and have it removed. This she did. October 25th : 
I ligatured the protruding membrane, but I regret to say 
«he died suddenly of peritonitis a few days later. I was 
unable to obtain a post-mortem examination. 

Case X. — Mr. B., aged 54, came to me in May, 1888, 
-complaining of the usual symptoms of malignant disease of 
the rectum. On examination I found a large crater-like 
mass nearly filling up the rectum, and involving the 
prostate. He suffered great pain, and was constantly going 
io stool, losing a great deal of blood and mucus. I advised 
him to undergo inguinal colotomy, which was therefore per- 
formed. 

June 14th : The incision was made in the ordinary 
manner, and the gut drawn forth. I speedily discovered 
that there was a very long mesentery, and accordingly pulled 
out the large intestine until no more would come out from 
the belly. This mass of gut measured 7 inches, and was 
allowed to rest on the abdomen, the mesentery being fixed 
in position to the side of the wound by silk stitches, and a 
few were passed from the skin into the muscular and serous 
coats of the bowel, to keep the intestine drawn out to its 
full extent. That same evening there was little pain, no 
sickness, and no distension of the abdomen. Temperature 
99", pulse quiet, tongue clean and moist. 

June 16th : Had a better night, temperature being 
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normal. He had no pain, but felt rather distended, pulse 
quiet, and tongue fairly clean, but he had vomited twice. I 
removed the dressings, and made an incision into the gut, 
so as to relieve the distension; a good deal of wind was 
emitted. Hot fomentations were placed on the abdomen. 

June 17th : On this day I cut oif all the gut. I used the 
clamp described above, but it was not provided with spikes ; 
consequently, when it was put on the bowel and a cut made 
above it, the clamp loosened its grip and slipped. Very free 
hsBmorrhage ensued from the large mesenteric arteries, 
which had been divided. These I clipped with considerable 
difficulty, and was seriously troubled by the profuseness of 
the bleeding. It was after this that I determined in the 
future to use a spiked clamp. The amount of gut that I 
cut off consisted of an entire piece of large intestine 7 inches 
in length and 4 oz. in weight. 

June 18th : Patient fairly well, but evidently much 
exhausted from the previous day's very sharp hsBmorrhage. 
He had pain in the abdomen of a colicky nature, to remedy 
which I gave him a purgative. 

June 22nd: Had a copious evacuation of solid matter, 
and consequently felt much relieved. He complained, 
however, of bladder troubles, for which he saw Mr. Buxton 
Browne. 

June 25th : Wound was dressed with zinc ointment. 
Patient was doing well, temperature being low, tongue 
better, and pulse quiet. 

. In a week or so he returned home. There was some con- 
traction about the wound, into which the finger had to be 
passed daily. There was no procidentia, either on standing 
or on the action of the bowels. The colotomy had resulted 
in a satisfactory issue, and had given great relief. Had not 
the sharp haemorrhage taken place he would have recovered 
strength earlier than he did. 

Case XI. — Miss J., aged 46, came to consult me during 
the summer of 1888, complaining of incessant teasing 
diarrhoea, of severe straining, and of never obtaining relief 
from the action of the bowels. She was of a sallow aspect, 
and had recently lost much flesh. On examination, I found 
a malignant tumour involving the whole circumference of 



8 COLOTOMY. 

the rectum for about 4 inches up, and extending to the 
vagina. The rectum was nearly blocked up by the mass, 
which was hard and vascular, bleeding on the slightest 
touch. 

On June 28th, inguinal colotomy was performed, all the 
above-described details being carefully carried out. There 
was a very slack mesentery, and as much as 9 inches of the 
large intestine were pulled out of the wound. 

June 30th: Another good night. Temperature normal, 
pulse 100. I redressed the wound, and cut into the gut to 
let out wind. The wound was then redressed with salicylic 
wool. 

July 1st : A bad night, much spasm, a great deal of wind 
passing out from the wound. Abdomen rather distended, 
but not tender. Temperature 99*. I put on the clamp, the 
screwing up of which caused pain, and cut off all the mass 
of gut above the clamp. The spikes insured a firm and 
tenacious grip. There was pain on cutting through the 
mesentery; the patient also complained of a * dragging' pain, 
so I tried to remove the clamp, but I had to screw it tightly 
again to stop hsemorrhage. The clamp was removed in 
eight hours. The amount of intestine which I cut off 
weighed 6 oz. 

July 3rd : The bowels having acted freely, the patient was 
much relieved. The wound was very quiet, and some of the 
sutures were removed. 

July 14th : No procidentia ; the edges of the wound were 
granulating. No pain, good appetite, and ability to sleep. 
Temperature normal. 

July 26th : She went to Folkestone, and was there under 
the care of Mr. Gerald Fitzgerald. She had gained flesh, 
and was nauch better in every respect. However, as she 
still experienced pain in the rectum, I ordered a suppository 
of belladonna, cocaine, morphine, glycerine, and gelatine, 
and advised the daily syringing of the rectum with warm 
water. 

October 20th : I saw her again ; the inguinal opening 
having contracted, I had to slit it upward a Uttle. She went 
out daily, had gained flesh, and had suffered from no proci- 
dentia. The growth, however, caused much pain, had largely 
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involved the vagina, and practically occluded the rectum. 
Patient died in March of 1889, having lived ten months since 
the operation. Up to her death there had never been any 
procidentia. 

Case XII. — K. J., aged 37, was admitted into St. Mark's, 
at the beginning of December, 1888, suffering from stricture 
and ulceration. She had been married for fifteen years, had 
borne no children, but had had a miscarriage seven years 
before. For thirteen years past she had suffered from a dis- 
charge from the rectum, and had much difficulty in obtain- 
ing relief for her bowels. Six years previously, after 
having consulted several physicians, she had entered the 
Soho Hospital for Women, where she fancied that the 
stricture, the cause of her trouble, had been divided and 
stretched. 

Since then she had been in the habit of using bougies, and 
for a time was fairly well ; but lately she could with diflB- 
culty pass the bougies, because of the pain caused by the 
ulceration. Moreover, she had suffered severely from con- 
stipation, and had passed little or no motion for three 
months prior to her entering the hospital. 

The rectum was much ulcerated, the anus was fissured, 
and in addition there were several fistulse. What with pain, 
inability to obtain evacuation, and the constant discharge, 
the patient's life was intolerably wretched. She had lost 
much muscular power and a considerable amount of flesh ; 
she had little appetite, slept badly, and was troubled and 
weakened by exhausting night-sweats. 

On December 3rd she was ansBsthetized, and I made a 
thorough examination, discovering a tight stricture, about 
3 inches above the anus, which was 3 inches in length, very 
firm, altogether unyielding, and badly ulcerated. 

I performed inguinal colotomy on December 10th. 

The usual incision having been made, as much of the 
large intestine as possible was drawn forth from the opening 
till the mesentery was rendered quite tense ; a suture was 
then passed through the abdominal wall, and the mesentery 
and the bowel secured by six more. The time occupied was 
twenty minutes. 

December 13th : On this day I applied my spiked clamp, 

6 
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and removed the superfluous intestine. The clamp effec- 
tually controlled all haemorrhage, and gave little pain till 
the afternoon; a small injection of morphine was then 
administered. At midnight I had to remove the clamp, 
but as there appeared to be a likelihood of some bleeding, I 
retightened it. A sleeping-draught afforded the patient a 
comfortable night. 

December 14th : I removed the clamp ; one vessel bled 
slightly. After a time the patient complained of nausea 
and flatulence. Vomiting then supervened. On examining 
the wound I found that the margins of the gut were adher- 
ent and rendered the bowel impervious. This was opened 
up, and a quantity of wind and faeces escaped. The patient 
was then easier and ceased to vomit. 

December 20th to 26th : The patient was doing well 
generally. The remaining stitches were removed; there 
was a considerable discharge of laudable pus from the edges 
of the wound. 

January 7th : The patient was discharged. 

After the operation the condition of the rectum and anus 
steadily improved ; the fistulae, which previously discharged 
freely, immediately began to close, the fissure rapidly healed, 
and the ulceration quieted down so well that the patient 
felt little pain. At times, however, when the bowel was 
acting strongly under the influence of a purgative, shooting 
and cramp-like pains were felt in the rectum, probably indi- 
cating that peristalsis was going on in the lower bowel; 
there was also a watery purulent discharge. At the time 
of her leaving the hospital, January 11th, the rectal fistulae 
were closed. The patient was almost entirely free from 
pain, and there was scarcely any discharge from the 
rectum. 

November, 1891 : Patient perfectly well, gained flesh. 
There was a good spur, and no procidentia whatever. 

Case XV. — Anne W., aged 28, was admitted into St. 
Mark's Hospital in July, 1889. She gave the following 
history : Five months after her marriage (which took place 
six years before admission) she had an abscess in the right 
labium, which had discharged ever since. About the same 
date she had observed that blood and mucus passed from 
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the bowel, and this condition had hkewise continued. A 
year after marriage {Le,y five years before admission), she 
noticed that motions came through the vagina, and that 
motions per rectum v^ere growing smaller. 
She had had no children and no miscarriages. 
Just before and after defsecation she had pain in the 
vagina and in the rectum, which lasted about a quarter of an 
hour. Four months before admission to St. Mark's she had 
been operated upon for piles, but her condition had grown 
worse. An examination showed that she had a stricture 3 
inches up the bowel, through which the tip of the finger could 
not pass. There was a recto-vaginal fistula. The perinsBum 
and part of the rectal and vaginal wall were destroyed by 
ulceration. The patient also suffered from sore throat, and 
she had a rash on the right arm and hand, which was 
copper-coloured on the elbow. The pahn of the hand was 
shghtly mottled. 

On July 8th inguinal colotomy was performed in the 
usual way. About 7 inches of large intestine were pulled 
through the incision, and the gut was secured. 

On the 11th, as there was some discomfort from flatulence, 
a small opening was made in the bowel. 

On the 18th, ten days after the original operation, the 
supplementary operation was performed under anaesthetics. 
The clamp was appUed, and the superfluous bowel was 
removed. 

On the 19th, twenty-four hours after its appHcation, an 
attempt was made to remove the clamp ; but as there was 
sUght haemorrhage, it was retightened and left on for another 
twenty-four hours. 

From this time the patient progressed favourably, save 
for occasional attacks of apparently violent colic. The dis- 
charge from the rectum continued, and there was some pain 
at times. 

On August 9th, not quite five weeks after the operation, 
the patient was discharged. Her general condition and her 
local state had both improved greatly. 

Case XXIII. — Albert H., aged 27, a somewhat emaciated, 
dehcate-looking man, was admitted into the Great Northern 
Hospital at the beginning of October, 1889. There was 

6—2 
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cancer in the family, for he helieved that that disease had 
proved fatal to an aunt, an uncle, and a cousin of his. 

He had fairly good health till Christmas, 1888, when he 
had an attack of diarrhoea, together with difficulty in, and 
pain on, defeecation. He was treated for dysentery ; but 
the diarrhoea and other symptoms continued to be very 
troublesome. 

In April, 1889, he went to King's College Hospital, and 
was told that he had a growth in the bowel, and that 
colotomy was advisable. 

• He had never passed much blood ; but for the last six 
months there had been a slimy mucous discharge. Since 
the beginning of his illness he had lost a stone in weight. 

On examination per rectum, there was found to be, about 
2 inches from the anus, a tight stricture, which did not 
admit the point of the finger. The edges were hard and 
everted, and there was considerable thickening around, 
especially in front. 

On October 2nd inguinal colotomy was performed. The 
sigmoid fiexure was brought into the abdominal wound, 
an^ 8 or 10 inches were drawn out. A good spur was 
obtained. 

The patient passed a very fair night, save for occasional 
and transitory sharp pains in the abdomen. There was no 
vomiting or flatulence, and the abdomen was soft and not 
distended. 

On the 4th the bowel, which was very full of flatus, 
and was oedematous, was opened, and much wind liber- 
ated. 

On the 8th the protruded bowel was cut ofl, a clamp not 
being used. There was considerable haemorrhage, and a 
number of vessels required ligaturing. The piece removed 
weighed 8^ oz. In the night a good deal of flatus and a 
little f sBces were passed from the wound. 

Patient quite well as regards colotomy on November 17th. 
Alive over four months after the operation. 

Case XLI. — Mary D., aged 36. Five years before patient 
first noticed a whitish discharge from the rectum, not espe- 
cially on defaacation, but at other times, the discharge 
staining her linen. When present at stool, it preceded the 
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motion ; and at times she had passed nothing but discharge. 
Following the discharge she had an aching pain running, 
down the back of the right leg into the calf. Was laid up 
in bed two months at home, and then had an operation 
performed on the leg, and was in bed for ten months after. 
The bowels acted generally every other day, the motions, 
at times being flattened, at others in small round lumps. 
She had also noticed that they had gradually been getting 
smaller. Sometimes there was severe pain on defsBcation, 
causing her to vomit. Had been in the habit of passing 
bougies for herself once or twice a week. Four and a half 
years ago was in the Cardiff Infirmary, and was operated on 
by Dr. Sheen. Was in-patient for three weeks. On examin- 
ing the right buttock, a scar was found 6 inches in length, 
at the upper extremity of which, close to the fold of the 
nates, was a sinus discharging thin pus. 

The patient had great difficulty and straining at stool, 
and there was a large quantity of foul-smelling purulent, 
discharge from both the rectum and vagina, there being a 
recto- vaginal fistula. 

October 13th, 1890. The patient having first been placed 
under ether, and subsequently under chloroform, on account 
of cough produced by the ether, I performed inguinal 
colotomy on the left side in the usual way, and a loop 
of bowel was hooked up and brought out of the wound 
till the mesentery was taut. The omentum first pre- 
sented and showed signs of old peritonitis. 

October 16th : The gut was opened. 

October 23rd : Spiked clamp was applied at 11 a.m., and 
the redundant gut cut off. Evening, temperature 99*6. Inj.. 
morph. hypod. gr. ^, 5 p.m. October 24:th : Clamp removed, 
11 a.m. Morning, temperature normal ; evening, tempera- 
ture 101-8. 

November 15th : Patient got up. No prolapse from 
either opening. Bowels acted through the upper of the two 
openings ; lower much diminished in size. November 21&t : 
Discharged. 

November, 1891 : Gained flesh ; very well. No pro- 
lapse. 

Case XLIII. — ^Anne D., aged 24. Was in good health 
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up to five years before, when she became very constipated, 
and had intense pain on defsecation ; this pain in the bowel 
continued for a year, when she began to lose blood at stool 
in large quantities. Three years later, began to have a pinkish, 
jelly-like discharge from the rectum. For the last year had 
been getting thinner, and the pain on defsecation, discharge, 
etc., had been worse. The bowels act very frequently — 
more than a dozen times a day. 

November 24:th, 1890. The patient being under the 
influence of ether, I did left inguinal colotomy in the 
usual way. A loop of gut, about a foot in length, was 
pulled out until the mesentery was taut, and secured to the 
skin on either side by half a dozen silk sutures, a deep silk 
suture being put through the mesentery behind the loop of 
bowel. The gut presented old inflammatory mischief and 
thickening in places, probably of a tubercular nature. 
November 27th : Bowel opened. 

December 15th : Patient under ether. I applied spiked 
clamp, and excised the redundant bowel. 
December 17th : Clamp removed. 

January 6th, 1891 : A truss was fitted ; was very com- 
fortable. Had been getting up a little each day for the past 
week. 

January 17th : Discharged. The bowels acted from the 
upper of the two openings. There was no prolapse of the 
mucous membrane from either orifice. The lower opening 
is half the size of upper. Discharge from rectum less ; 
occasionally comes through lower opening. Patient feels 
much benefited by the operation. 

Case XLVII. — Emily C, aged 30. When nine years 
old had discharge from the rectum and straining on de- 
faecation. Did not have any medical advice until she was 
fourteen years old, when she was seen by Sir Andrew Clark, 
and advised to go to Mr. Curling. 

Mr. Curling, on examining her, found she had stricture of 
the rectum, and dilated it by means of tents, ordering her 
to use bougies subsequently. This gave her great relief for 
some time ; but the old symptoms gradually returned, and 
eleven years ago (set. 19) she went again to Mr. Curling, 
and had the stricture dilated by tents a second time. She 
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came to St. Mark's as out-patient in 1885, and was in-patient, 
under my father, for two months, being operated on for 
fistula ; the stricture was dilated by bougies. 

Came again to St. Mark's in 1891, complaining that the 
bowels never acted without aperients ; sensation of some- 
thing still wanting to come away after they had acted; 
always had a muco-purulent discharge from the rectum, 
mixed with a little blood ; great pain and tenesmus on 
defaBcation. Bowels at times did not act for a fortnight 

January 5th, 1891 : The patient, being under chloroform, 
was examined by my colleagues and myself, and a very con- 
tracted stricture — the upper limit of which could not be 
reached — was found. I then proceeded to perform left 
inguinal colotomy in the usual way. There was no difficulty 
in pulHng out a loop of bowel about 6 inches in length, the 
mesentery being long. A deep mesenteric silk suture was 
used. 

January 8th : Gut opened. 

January 19th : Chloroform given, spiked clamp applied, 
and gut excised. Did not suffer much pain. 

January 21st : Clamp removed. 

January 22nd : Abdomen distended with flatus. Bowels 
have not acted since the clamp was removed. Upper 
opening somewhat retracted. 

January 23rd : Bowels acted freely after a powder, and 
the distension subsided. 

February 7th : Fitted with truss. Had been getting up 
daily for a short time. There was some tendency to con- 
traction of the upper opening ; finger was passed daily. 

February 14th : Discharged. The bowels acted through 
the upper of the two openings regularly every day. The 
lower opening had contracted to about half its original size. 
There was very little discharge from the rectum ; had no pain 
or discomfort. There was no prolapse of the mucous mem- 
brane from either opening. 

January, 1892 : Has much improved in health since the 
operation, and the patient is very grateful for the relief 
afforded her by the operation, her life having been a perfect 
misery to her before. 
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Case LVI. — Esther S., aged 32, was admitted into the 
Great Northern Hospital on October 6th, 1891. 

In November, 1888, she had been an in-patient in the 
hospital, when she was treated for stricture of the rectum 
by division and the regular use of bougies. 

In October, 1890, an abscess formed in the sacral region 
and burst ; since then there had been numerous abscesses 
in connection with the rectum. From April, 1891, she had 
been confined to her bed. Bougies gave too much pain 
to be used, and the bowels were moved only by means 
of medicine. Liquid faeces were discharged by sinuses 
around the anus. The patient could not sit, or lie upon 
her back, and had been gradually growing thinner. Further, 
she had cough, night-sweats, and haemoptysis. She had 
had a bad miscarriage ; but she had borne a healthy child 
since then. She had no other children or mishaps; and 
no specific history was obtainable. She was a delicate, 
anaemic woman, with a flushed face, and could not move 
about without assistance. Her chief trouble was pain in 
the sacral region and the back, and she had also incontinence 
of faeces. On admission, temperature was 100*2. The 
abdomen was flaccid and not distended. There was no 
tenderness and no lump to be felt ; nor was there any 
visceral enlargement. The rectum was extremely narrowed 
by a very tight stricture, together with ulceration of the 
mucous membrane. The constriction began at the anal 
margin, and did not admit the passage of the finger ; hence 
its extent could not be ascertained. In the ischio-rectal fossa 
were numerous fistulous openings, through which faeces 
escaped. 

On October 7th ether was given, and left inguinal colotomy 
was performed with the usual incision. The sigmoid was 
drawn up into the wound, and about 5 inches of bowel were 
left outside the abdomen. The mesentery was first secured 
by a silk suture, and then four or five more sutures were 
used to attach the bowel to the skin. 

October 10th : The bowel was snipped open by scissors 
and a vertical incision, 1| inches long, was made. There 
was no haemorrhage. Flatus escaped freely when the gut 
was opened. 
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On the 12th the bowels were well opened after a purga- 
tive. Action was from the upper opening. 

On the afternoon of the 14:th, ether was given, and the 
supplementary operation was performed, the redundant gut 
being cut off, and the clamp being used. The clamp was 
easily applied, and the gut snipped off on a level with the 
skin. The portion of gut removed weighed 3 oz. 

At 11 a.m. on the 15th, nineteen hours after application, 
the clamp was gently released at one end ; there was some 
bleeding from the cut edges. The clamp was screwed up 
again. During the night there had been considerable pain 
in the wound of a sickening character, requiring injections 
of morphine. 

At 6 p.m. on the 15th,* twenty-six hours after application, 
the clamp was gently released, and there was now no 
haemorrhage. The raw surface was covered with a blood- 
clot. There was do tendency of the bowel to drop back. 
During the night the patient was easy, and the bowels 
acted. 

On the 21st the wound looked well. There was the 
double-barrelled appearance, with a good spur between the 
openings. The bowels acted on the average twice a day 
from the upper end ; the lower opening was smaller and was 
gradually shrinking. 

On the 29th she was up for most of the afternoon. She 
had gained in weight and looked much better. Temperature 
ranged within normal limits. There were no night-sweats. 
The bowels acted regularly and satisfactorily. The wound 
tended to contract ; the finger could just be admitted with 
ease. The cough was better than it had been on admis- 
sion. 

November 30th : Patient had greatly gained in health ; 
quite fat. Perfect double opening. .No prolapse. 



CHAPTER VI. 

IMPORTANT POINTS IN THE OPERATION OF INGUINAL 

COLOTOMY. 

I NOW discuss some important details with regard 
to the operation of inguinal colotomy. 

The Length of the Mesentery. — For purposes of 
description and classification, I divide mesenteries, 
as I have before mentioned, into long, medium, 
and short. By long, I mean cases in which the 
* mesentery connecting the sigmoid with the iliac 
fossa is at least 5 inches in length, or even more. 
In such cases there may be some difficulty in 
finding the gut from the inguinal opening, but I 
myself have never experienced any trouble. In 
twenty of my cases the mesentery was long. 

By a medium mesentery I mean one the length 
of which is at least 2 or 3 inches, so that it is 
possible to pull the gut well out of the wound, 
and to make a good spur. There were twenty- 
nine of this class of mesentery* 

By short, I designate cases in which there 
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is practically no mesentery at all, and it is, there- 
fore, difficult to fix the gut to the skin. Of even 
more importance is the circumstance that there 
is no possibility whatever of passing a needle 
behind the gut and forming a good spur. Indeed, 
no spur can be made. Thus the patients are left 
in a miserable condition, for some of the faeces 
pass beyond the opening in the inguinal region 
towards the growth. There were eleven instances 
of a short mesentery. 




Fig. 22. 

The Spur. — The question of the spur has 
already been briefly mentioned, but the matter is 
so exceedingly important that I must be allowed 
to return to it, and to distinguish clearly between 
a faecal fistula and an artificial anus. 

A fiiecal fistula is an opening into a piece of 
gut communicating with the surface of the body, 
from which faeces issue ; but, at the same time, 
some of the faeces pass beyond the fistula into 
the distal portion of the gut (Fig. 22). 

An artificial anus is an opening in which all 
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the fseces pass throu{i;h the opening on the surface 
of the body, and none whatever pass into the 
diatal portion of the gut (Fig. 23). 




Now if inguinal colotomy is performed and no 
definite spur is made (Cripps, Fig. 24*), we have 
a condition of fiecal fistula, for fseces pass both by 



the inguinal opening and also into the distal por- 
tion of the gut. When, however, a spur is made 

* Mt. Crippa hae kindly allowed me to reproduce this 
fignre from his paper on Inguinal Colotomy, published in the 
Brit. Med. Jour., Oct. 6th, 1888. 
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(Fig. 25), faeces pass through the opening in the 
groin, and none can enter into the distal end of 
the intestine. Thus any faecal irritation of the 
growth is entirely prevented. 

I have tried to put the matter in a clear light, 
because some surgeons deny the necessity of 
making a definite spur, and therefore, in my 
opinion, their operations fail in an exceedingly 
important point. 



It will be observed that in ten out of my sixty 
cases no spur was formed. In my first three cases 
I had not come to appreciate the importance of 
the spur, and therefore did not attempt to make 
one — in fact, I did not use the mesenteric stitch. 

Case I— T. C. gave the following history: After the buth 
of a child, eleven years before, the perineum was ruptured ; 
this was operated upon, but without success. Two years 
later she attended a hospital, suffering at that time with 
stricture of the tectum and recto-vaginal fistula. She had 
bougies passed, and the fistula operated upon ; thie was 
followed by pycemia, and she remained in a very critical 
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condition for many months. In 1884, as she suffered so 
much discomfort from the rectal trouble, left lumbar 
colotomy was performed, and the next day it was found 
that the stomach had been inadvertently opened instead of 
the large intestine ; the surgeon sewed up the opening, and 
the wound healed perfectly. 

In the early part of 1886 I saw her, and found her in the 
following condition : In the rectum, about 4 inches up, was 
a hard cicatricial stricture, through which the. tip of the 
index-finger would barely pass ; there was also a recto- 
vaginal fistula, easily admitting two fingers ; extensive retro- 
version and prolapse of the uterus ; when the bowels acted, 
the whole uterus and bladder appeared outside. The left 
loin contained a large hernia, the stomach bulging into a 
weak part of the abdominal wall formed by the cicatrix. As 
the patient was in great misery, I determined to open the 
sigmoid flexure in the groin, for evidently the colon was not 
in the loin ; moreover, a further search in that region was 
prevented by the herniated stomach. I therefore performed 
the operation already described, under antiseptic pre- 
cautions, the operation in those days taking me fifty 
minutes. She improved steadily after the operation, the 
temperature on the first night being 99° Fahr., the next 
morniug normal, and from that time remained absolutely 
normal. As there was no pain or abdominal discom- 
fort, and as everything went well, I did not remove the 
dressings until two days after the operation, when I found 
the exposed piece of intestine covered with lymph ; in fact, 
the lymph had found its way into the meshes of the gauze, 
and firmly fixed it to the gut ; this had to be gently sepa- 
rated. As there was no abdominal discomfort, the dressings 
were again applied; but the following day, namely, three 
days after operation, the patient was uncomfortable, so I 
at once removed the dressings and opened the intestine. 
The intestine was firmly united by lymph to the skin. The 
next day the bowels acted well. In ten days all the exposed 
sutures had been removed, and the patient was up, with 
only a small granulating surface to heal. Sixteen days after 
the operation she went to the country wearing a truss. I 
saw her, Nov., 3891; she said she was very comfortable; 
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the bowels acted well by the artificial opening, but oc- 
casionally some motion passed below; she had entirely 
lost the straining pain and discomfort she formerly suffered 
from. 

This case, to my mind, was not perfect, for 
motion occasionally passed across the imperfect 
spur to the lower part of the gut. This is 
explained in that I did not sufficiently recognise 
the importance of a well-marked spur, and in the 
operation did not introduce the sutures through 
the sigmoid meso-colon as I now do, nor was the 
bowel brought well out of the wound, and fixed 
there in order that it might adhere out of the 
opening in the abdominal wall. 

Case II. — Mrs. A. H., aged 50, always had good health until 
fourteen months previous to my seeing her, when she began 
to suffer from piles, and was treated for them, but received 
no benefit. On seeing her she complained of diarrhcea, 
mucous discharge, occasional losses of blood by the bowel, 
and very great pain. In the rectum, about 4 inches up, 
could be felt a hard, irregular, epitheUomatous mass, involv- 
ing the recto-vaginal septum and the right wall of the gut ; 
it bled on the slightest touch, and was very adherent to the 
tissues around ; the lumen of the intestine was considerably 
narrowed, preventing the passage of the finger through the 
growth. 

On January 16th, 1886, inguinal colotomy was performed ; 
the intestine instantly bulged into the wound , and was sutured 
in the following manner : At the upper angle of the wound 
sutures were introduced through the muscular and serous 
coats at the anterior aspect of the gut, but at the lower 
angle they were passed through the muscular and serous 
coats at the posterior or mesenteric border of the gut ; by 
this means I thought I should get sufficient spur, and cer- 
tainly this was a great improvement on the former case, for 
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was admitted into the Great Northern Hospital in September, 
1889. 

He began to feel weak in January, 1889, and in February 
his illness commenced with diarrhoea. The motions, which 
were frequently passed, were watery and slimy and con- 
tained blood. There was almost constant tenesmus. 

He had been un^ible to work since the end of February, 
and the symptoms had continued without intermission, and 
had grown worse. A considerable amount of flesh had been 
lost; much blood had never been passed, but a month 
before admission a few clots had come away. 

His abdomen was very distended and tympanitic. In 
the rectum, about 2^ to 3 inches above the anus, was a 
narrow stricture, which did not admit the finger. There 
was considerable induration around, especially in front, 
where a large, hard, rounded mass could be felt between 
the rectum and the bladder. The mass was quite fixed. 
There did not seem to be much ulceration, and the examina- 
tion did not produce hsBmorrhage. 

On September 11th inguinal colotomy was performed. 
Clear serous fluid escaped from the peritoneum. The finger, 
when passed into the abdomen, came upon a mass of en- 
larged glands. These so bound down the gut that it was 
with difficulty brought into the wound. Even then so small 
an amount could be pulled out that the mesentery could 
not be reached, and the formation of a proper spur was 
impossible. The gut was therefore fastened to the edge of 
the wound as far back as could be effected without pro- 
ducing too much tension. 

On the 13th the bowel was opened, and immediate relief 
given. On the 17th the stitches were removed, and the 
opening into the gut was widened. On the 23rd, after 
medicine, some faeces came through the wound ; but a large 
amount passed from the anus. 

. On the 30th the wound was examined, and the finger 
passed with equal ease upwards and downwards ; there 
was little or no spur. Considerable masses of hard faeces 
were passed, chiefly by the rectum, for a few days preceding 
October 4th. 
On the 19th the patient had a rigor and a shivering fit. 
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The temperature rose to 1026% and he felt sick. The wound 
looked well. Temperature kept up to 102° till the 23rd, 
when he again felt sick and had headache. In the evening 
temperature rose to 105°, and it was noticed he had erysipelas 
of the face ; and three days later a blush was observed around 
the inguinal opening. * 

On November 28th he died. 

On the 30th a post-mortem examination was made. The 
colotomy wound seemed healthy. The peritoneum was in 
a state of acute peritonitis. The free edges of the coils of 
' small intestine were acutely congested, and their peritoneal 
surface, especially towards the hypogastrium aud iliac 
regions, was covered with purulent lymph. 

A mass of cancerous growth involved the rectum, and 
produced a stricture 2^ to 3 inches from the anus. The 
mucous surface was much ulcerated ; the surrounding 
areolar tissue was extensively involved, and so, too, were 
the surface of the gut and the whole sigmoid flexure. 
Further up the gut less new growth was found ; but as high 
as the descending colon were nodules of the size of a small 
pea. The lymphatic glands and vessels of the sigmoid 
meso-colon were involved; hence it was contracted, and 
the colon was bound down to the ilium and sacrum. No 
spur could be observed at the point where the gut was 
firmly fixed to the inguinal opening. The finger could be- 
passed easily into the lower part of the gut, which was full 
of dark semi-solid faeces. 

Case XXXVII.— Mrs. W. R., aged 61, a patient of Dr. 
Hugh Webb, six weeks previous to my seeing her, had had 
a bad attack of constipation, lasting fourteen days; with 
great difficulty she was relieved. About a fortnight before 
my seeing her she had another attack of obstruction, and 
the lump in the left iliac region became painful and increased 
in size, and the temperature rose to 103. The patient, of late 
had lost much flesh ; when the bowels acted, the motions : 
were , always small, and she passed slime and blood at 
times. 

On rectal examination, nothing could be felt. In the left 
iliac region was a large swelling, red on the top — in fact, 
on the point of bursting. I was of opinion that the mass . 

7—2 
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was caused by the stricture— malignant in nature — giving 
way, and that thus some of the faeces had become extra- 
yasated. Accordingly, ether was given, and I determined 
first to explore the swelling. An incision, about an 
inch, was made, and some very offensive pus was evacuated. 
On passing my finger into the mass, I found it to be as 
I suspected — a large mass of cancer of the sigmoid 
fiexure. 

I at once did inguinal colotomy, only rather higher than 
usual. The sigmoid was found and treated as usual. I 
could not make a spur, for fear of injuring or pulling upon 
the malignant mass. 

Two days afterwards I opened the gut, and from that date 
she did well, the bowels acting freely from the inguinal 
opening. 

I heard from Dr. Webb that she died five months after 
the colotomy. 

Case XLII. — M. G., aged 52. Sixteen months before had 
pain on defaecation, bearing-down pains, and jelly-like dis- 
charge from the rectum. Since then had passed this jelly- 
like discharge at every action of the bowels, and small 
quantities of blood occasionally. Had had constant pain 
on defsBcation, bearing-down and shooting in character. The 
bowels acted as often as thirty times during the day and 
night, and frequently fourteen or fifteen times. She passed 
only a little solid matter at a time, and there was much 
straining on defsBcation. The motions were sometimes flat, 
at others in small round lumps. 

November 10th, 1890 : The patient being under ether, 
I performed inguinal colotomy on the left side. The 
patient being a stout woman, the abdominal parietes were 
thickly lined with fat. The mesentery was found to be too 
short to allow a loop of bowel to be drawn out of the 
wound, so it was simply secured to the skin by five or six 
silk sutures. 

Several appendices epiplo'icae were ligatured and removed. 
A mass of lumbar glands could be distinctly felt on passing 
the finger through the wound. 

. November 12th : Dressed wound. Patient feels quite 
comfortable, with the exception of a sUght cough. No 
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abdominal pain or distension. November 13th : Gut 
opened ; some little difficulty owing to its being retractedi 
Not much flatulent distension of abdomen. November 14th: 
Cough much worse. Evening temperature 100*6° Fahr. 
Bronchitic sounds back and front of chest. November 15th : 
Removed four stitches, as they were causing irritation. The 
bowels have acted well through the inguinal opening. No 
action per rectum. 

November 16th : Bowels acted freely four times through 
inguinal opening, and some motions passed by rectum. 

November 22nd : Had an action of the bowels per 
rectum. 

November 23rd : Fully-formed motion per rectum. 

December 6th : Discharged, with truss fitted. Had been 
up during the week. Temperature normal since the 16th » 
No prolapse of mucous membrane. Faeces frequently passed 
by rectum, as well as by inguinal opening. 

Case XLV. — Dr. P., aged 62. Came with the follow- 
ing history : that for some months he had had bowel trouble, 
diarrhoea, and had been treated for dysentery ; about five 
days back bowels refused to act, and he had great 
abdominal pain. Took many purgatives without effect* 
On examination malignant disease high up in the rectum^ 
completely blocking the gut ; abdomen rather distended and 
tympanitic. Colotomy done next day, December 28tb. On 
opening the abdomen found the gut not very distended, but 
it had very little mesentery, so it was impossible to get it 
up enough to make a good spur ; no mesenteric suture could 
be used. The peritoneum was found to be studded with 
malignant nodules, and a good deal of peritoneal fluid 
escaped. The next day, as the distension was great and 
caused him a good deal of discomfort, a little nick was 
made into the gut and a quantity of wind escaped, which 
afforded him great reUef. On December 30th, opened the 
gut freely, and on the next morning the bowels were very 
freely reUeved after a dose of castor oil. From this time 
all went well as regards the colotomy. The only trouble 
the patient had was the cutting pains he constantly suffered 
in the abdomen, no doubt due to the cancerous nodules 
in the peritoneum, even any very slight laxative causing 
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great pain. He returned home on January 17th. As regards 
the general condition, vastly improved, but at times com- 
plaining deeply of the cutting pains about the abdomen. 
. May 20th: Thinner; bowels acting freely through colotomy 
opening; no protrusion. Still, however, cutting pains at times 
in the abdomen. Abdomen rather distended, probably due 
to ascitic fluid. 

At first motion passed by inguinal opening and rectum, 
but of late none by the rectum, due, no doubt, to the fact 
of the rectum being completely blocked by the cancerous 
mass. 

Margaret H., married, age 31. Admitted to St. Mark's 
Hospital on July 18th, 1891. 

About seven months before patient noticed great pain in 
the bottom of her back, worse at night. After a time pains 
were noticed in the epigastric region, and in the lower part 
of the abdomen, accompanied by a bearing-down sensation 
or a desire to go to stool. 

Since then the patient had occasional discharges of 
blood per anum, and pain during and after defaecation. 
The motions were flattened and covered with slime. There 
was tenderness on pressure above the pubes, and also above 
the crest of the ihum on the right side. 

July 21st : Patient being under gas and ether, I per- 
formed left inguinal colotomy. Unable to do the mesen- 
teric stitch owing to the shortness of the mesentery. 
Very bad malignant disease of the uterus, and extending to 
rectum high up, pressing on it but not ulcerating into the 
gut. Malignant peritoneum. 

July 22nd : Opened the gut, as it was rather distended. 

July 26th : Slight action from the lower bowel, and faecal 
impaction in same removed with finger through the artificial 
anus. 

July 28th : Free action from lower bowel. 

August 4th : No spur, and bowel discharging from the 
upper end, some of the faeces passing into the rectum. 

August 8th: Discharged. Patient feeling relieved. Died 
three months after operation. 
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Prolapse or Procidentia from the Inguinal 
Opening. — This may occur either from the upper 
end of the gut, i.e., of the part which is con- 
tinuous with the descending colon (Fig. 26), or 
from the lower end, i.e,j of the part leading 
to, and continuous with, the rectum (Fig. 27). 
Sometimes, indeed, there may be prolapse from 
both ends at the same time (Fig. 28).* 




Cb 



rl 



Fig. 26. 

I have previously observed that it is of far 
more importance to prevent this condition when 
patients are likely to have a fairly long lease of 
life, and it is on that account that I devised the 
supplementary operation already described. 

Now we know (and my own cases lend cor- 

* Figs. 26, 27, 28, are copied from photographs of cases 
I have seen. 
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roboration) that prolapse occurs only when there 
is a long mesentery which enables the gut to 
intussuscept through the part of the gut which 
has been fixed, i.e., sewn up to the belly wall. 

I arrived at this conclusion from noticing that 
when there was a short mesentery there was no 
prolapse. 




Fig. 27. 

Again, whenever I had performed the supple- 
mentary operation, ^.e., whenever I had drawn 
out and removed the slack portion of the gut, 
there was once more no prolapse. 

To obviate this prolapsed condition Mr. Cripps 
has advised that the gut should be pulled down 
until it is taut upon the upper end, and that all 
the slack portion should be returned into the 
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belly, and that then the gut should be stitched 
up to the skin wound. No doubt this is a good 
method, for there can then be no prolapse from 
the upper part of the gut. Nevertheless, this 
plan does not prevent prolapse from the lower 
part of the intestine when the mesentery is long. 
However, the suggestion is of much value, and 




Fig. 28. 

should always be carried out in malignant cases 
when the supplementary operation is not advis- 
able. 

Lastly, I have seen prolapse occur from both 
ends at the same time, not only in my own cases, 
but in those of others (Fig. 28). 

Prolapse took place in 16 out of my 60 
cases. 



106 COLOTOM Y. 

In 5 out of the 16 from upper end alone 
(Fig. 26). 

In 6 out of the 16 from lower end alone 
(Fig. 27). 

In 5 out of the 1 6 from upper and lower end 
together (Fig. 28). 

In all of these cases the mesentery was either 
long or mediurij in length, though the prolapse 
did not occur in every instance of a medium-sized 
mesentery. 

Further, prolapse did not take place in any 
case where the supplementary operation had 
been performed, in spite of the great length of 
the mesentery in a la^rge number of these 

7 

instances. 

i 

Cases illustrating Prolapse from Upper End alone. 

Case VII. — In 1887 I saw ^arah C, a married woman, 
aged 54. Her rectal trouble hj^^ begun with pain and the 
occasional passage of blood. When she at last con'tulted a 
medical man, he at once discovered that she had malignant 
disease of the rectum, which commenced about 3 inches up. 
At first she was ordered laxatives, Chian turpentine, and a 
good nutritious diet. 

Four months after the beginning of this treatment I saw- 
her, and found the rectum in the following condition : About 
one inch up the howel was a large, hard, ragged sore ; this 
extended all round the bowel, and greatly involved tl^e 
recto-vaginal septum. As she complained of great difficulty 
in getting the howels to act, and was in constant pain frotn 
the accumulation of motion in the growth, I strongly advised 
inguinal colotomy. The operation was performed in the 
usual way, there being no difficulty in finding the gut, 
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which was brought up into the wound and fixed well out- 
side. 

That night temperature rose to 99**; but there was no 
abdominal tenderness or distension, and she suffered very 
little pain. 

On the second day after the operation I removed the 
dressings, and op ned the gut, cutting away portions of the 
walls of the gut. There was a well-formed spur. 

In a fortnight from the operation the patient returned 
home perfectly well, and entirely freed from the pain in the 
bowel which she had previously suffered. But there was a 
prolapse of about 3 inches from the upper of the two open- 
ings. 

Case XXXVI. — Emma K., aged 62, was admitted 
into the Great Northern Hospital in the early part of 
August, 1890. She had been attending for some time at 
St. Mark's Hospital, for cancer of the rectum. She had 
occasional attacks of pain ; the bowels were fairly regular, 
atid evacuation gave rise to no pain. 

On August 13th inguinal colotomy was performed. 

On the 19th the gut was opened. 

On September 1st the remainder of the gut was removed. 
The patient continued to do very well indeed, and on the 
3rd was allowed to get up on the couch. 

On the afternoon of the 6th she complained for some time 
of pain in the abdomen, and at three o'clock some black 
fluid was passed from the lower opening. 

Three hours later about IJ pints of dark, offensive fluid 
were found in the bed, and when the dressings were removed 
the lower opening was discovered to be discharging blood. 
This was syringed out, and a pint more of dark fluid came 
away, together with some bright blood. The odour was 
faecal. The lower opening leading to the cancer was 
syringed out with perchloride of iron, which together with 
plugging with wool, at once stopped the bleeding. 

The patient felt rather weak after this, and was kept in 
bed for a few days longer. 

On the 15th she had greatly improved, and was allowed 
to get up again. 

On October 8th she was discharged. 
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In November I saw her, and found prolapse of about 
3 inches from the upper end ; none from the lower. 

November, 1891 : Still alive. No further prolapse. 

Case XLIV.— November 7th, 1890: Mrs. B., aged 62, 
came to me. For many months had had bowel trouble, 
great constipation, and, about a week previous to my 
seeing her, her bowels had ceased to act. 

On examination, found, about 4 inches up, a hard growth 
involving the entire circumference of the bowel, and also 
filling it up, so that I was unable to pass the smallest-sized 
bougie even into the stricture The abdomen was not dis- 
tended, but many scybala could be felt in the intestine. She 
also informed me that for some time she had been greatly 
troubled with her water ; this I thought was probably due 
to the growth involving the bladder. 

Left inguinal colotomy was performed on November 8th, 
and was finished in twelve minutes, a fair knuckle of gut 
being pulled out and fixed so as to procure a good spur. 
After the operation she was very comfortable ; temperature 
normal. 

The next day, as she was rather distended with wind, I 
opened the gut freely, and a quantity of flatus escaped and 
afforded great relief. 

The next morning she had a dose of castor oil, but the 
bowels acted only slightly ; this I found was due to an im- 
paction, which I broke down, and freely removed by an in- 
jection into the opening. 

November 13th : I cut away some of the excessive walls 
of the intestine ; no great bleeding. 

From this time she progressed rapidly without any inter- 
ruption. Bowels acting freely daily from the upper end, 
which prolapsed a little ; was fast gaining strength, and was 
preparing to go home, when, on November 20t}h, she com* 
plained of great pain about the right iliac region and began 
to vomit. 

I then heard she had had pain there before, and that a 
swelling had appeared there, for which she had worn a 
truss. 

On examination J found a tumour about the size of an 
orange in the iliac region, and thought it might be an 
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abdominal hernia. This was not very tender, but was 
hard, and there was no impulse on coughing. 

The next day the temperature rose ; tongue became dry ; 
the bowels acted, but her aspect became drawn. 

I must here remark that the water was rather scanty and 
offensive, but that was thought to be due to a little cystitis, 
as a catheter had to be used the first few days after the 
operation. 

On November 22nd, as she had had a restless night, the 
swelling had increased in size, and in every way she was bad. 

Thinking it was strangulated omentum, through some 
weak part of the abdominal wall, I determined to explore 
the swelling at once. Accordingly, under chloroform, I cut 
down over the mass, divided the skin and belly-muscles, and 
was surprised not to find a hernial sac. I then opened the 
peritoneum and saw a roundish swelling ; this I aspirated, 
and drew off a quantity of foetid urine. Accordingly, I opened 
up the cyst, and stitched its walls to the abdominal wall. 
When I examined the swelling I then found it to be a 
hydronephritic right kidney. 

The patient did wonderfully well ; the cyst was washed 
out daily and the foetid condition passed off, and on 
November 30th, ten days after the second operation, the 
drainage tube was left out. The wound was healthy and 
beginning to close, and the patient got up daily. The bowels 
were acting freely from the colotomy opening, which was 
quite well. 

On December 9th she made arrangements to go home. 

The next day, more than a month from the colotomy 
operation, and nearly three weeks from the day of the 
kidney operation, she became very excited at the thought 
of going home, went to bed, and slept well for about three 
hours, then woke and sat up ; and on sitting up the nurse 
saw she looked faint, went to her and found her dying. 
Brandy, hot bottles, etc., were used, but she died in a few 
minutes. 

Post-mortem showed firm, malignant mass completely 
blocking the rectum and adherent to a piece of small intes- 
tine but not opening into it. 

Bight kidney enormously dilated and cystic ; all secreting 



110 COLOTOMY. 

structure nearly gone. No stones, ureter dilated down to 
the bladder, but at this point it appeared constricted; in the 
ureter were many phosphatic-looking masses. Left kidney 
large and diseased. The spur was perfect, but the mesentery 
connected with the upper opening was slack, so allowed of 
the prolapse. Chest and head not examined, as I was only 
allowed to examine the abdomen. 

Case XLIX. — Mrs. A., aged 54. I was requested to see 
her by Dr. Godfrey on March 29th, and learnt the follow- 
ing, viz., that for some months she had had pain and 
swelling on the right side of the pelvis, and that pus was 
discharged by the bladder, and also through the vagina from 
the uterus ; but the last week she had been in agonizing 
pain in the lower part of the abdomen, and the temperature 
had been very high. On the day I saw her a swelling ap- 
peared above the pubes ; this was very red and exceedingly 
tender. 

Chloroform was given. I opened the swelling above the 
pubes and let out a quantity of oifensive pus. The patient 
was greatly relieved. 

About a month later I met Dr. Griffith and Mr. Godfrey 
in consultation, for the patient was in great and frequent 
pain, passing pus in the water, pus and foetid material from 
the uterus, and also the same kind of offensive discharge was 
coming from a sinus above the pubes. The motion was 
also leaking through all those cavities, and the abdomen 
was becoming distended, as little or no motion passed by 
the rectum. 

In the rectum I could find nothing wrong as far as the 
finger could reach. By a vaginal examination, however, 
there was a large nodular mass to be felt to the left of the 
pelvis. 

It was agreed to make an incision in the left inguinal 
region, as for colotomy, and to make it large enough so as 
to be able with the hand to feel the nature of the tumour 
on the left of the pelvis, and act accordingly. 

On May 31st this was done ; and on passing the hand 
into the abdomen a large mass could be felt, evidently in- 
volving the uterus, bladder, and rectum, and cancerous 
in nature. 
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. The large intestine was found filled with hard scybala, 
which could not pass by the rectum. The sigmoid intestine 
was pulled down until taut on the upper end, and stitched 
to the wound in the usual way, so as to make a good spur. 

On June 2nd I saw the patient. She had done well; and 
I opened the gut freely, there being a good spur and double- 
barrelled opening. 

I saw her again on June 11th. The bowels had acted 
freely from the upper opening, and the discharge was 
diminishing from the abdominal fistula ; also the bladder 
irritation had become much better. There was some con- 
siderable prolapse from the upper end of the gut. 

She died in November, 1891. No post-mortem allowed. 

Cases to illustrate a Prolapse from the Lower End 

only. 

Case XX. — Jane T., aged 51, was admitted into the 
Great Northern Hospital in the middle of June, 1889. A 
year before she had had a bad attack of diarrhoea, accom- 
panied by loss of blood. This had lasted, off and on, for 
two or three months, and had caused a good deal of pain 
in the lower abdomen and the rectum, and had occasioned 
straining while at stool. For a month or two these symp- 
toms ceased, and then recurred in an aggravated form, and 
continued for six weeks. After another brief period of 
cessation the symptoms returned again ; and from Christ- 
mas, 1888, had never been free from pain at stool, loss of 
blood, slimy discharges, and straining. 

For several months the bowels acted six or seven times a 
day, but there were no satisfactory motions. During the 
same period a considerable amount of fiesh had been lost. 
Flatulence had been complained of, but there had never 
been much distension. The patient was somewhat emaci- 
ated, but did not appear worn. 

On examination per rectum, about 2 inches from the anus 
could be felt a hard ulcerated mass, which almost occluded 
the lumen of the bowel and would not admit the finger. 

On June 26th inguinal colotomy was performed in the 
customary way, a good spur being made. 

On the 28th a small opening was made in the bowel. 
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On July 3rd the wall of the protruding gut was removed ; 
there was very slight haemorrhage. Later, pain in the abdo- 
men was complained of. After this the above symptoms 
were relieved by a good action of the bowels through upper 
opening. 

On the 8th the bowels acted in the desired way, no faeces 
being passed through the lower opening or per rectum. 

On the 21st there was some procidentia of the lower end, 
the bowels acting freely from the upper opening. 

She was discharged on the 27th. In August, 1889, 1 saw 
her : she was occasionally troubled by prolapse from the 
lower opening, which came out at times to the extent of 4 
inches. 

Case XXXVI. — Mrs. I., aged 71, saw me on October 4th, 
1889. For eighteen months she had suffered from haemor- 
rhage from the rectum, which had become worse of late, 
and had been accompanied with a constant desire to go to 
stool, but at each action she passed only mucus, blood, and 
a little liquid faeces. She was also troubled by frequent 
straining and considerable pain in the bowel. 

On examination, 1 found a large mass of cancer, painful 
to the touch and almost completely obstructing the rectum. 
The abdomen was rather distended, and about it could be 
felt hard scybalous masses. Inguinal colotomy was per- 
formed. The abdominal wall was found to be well covered 
with fat ; there was a lengthy mesentery, allowing a fair 
quantity of large intestine to be pulled out. 

However, as she was old, I only fixed up a small knuckle 
of gut, so as to ensure the making of a good spur. 

Three days after the operation I freely opened the gut, 
but did not cut much away. There was a good spur, a 
double-barrelled opening, and no faeces passed by the 
rectum. The patient was greatly freed from pain, and was 
relieved of her distension. 

She died eight weeks after the operation, of general 
cancerous cachexia. In this case I did not remove all the 
overhanging pieces of gut. About a fortnight after the 
operation the lower part of the gut prolapsed considerably ; 
this I reduced, but it recurred from time to time. 

Case XXXIII.— Bobert H., aged 73, was admitted into 
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St. Mark's at the end of May, 1890. He had enjoyed 
good health till a year hefore that date, when he hegan to 
suffer from diarrhoea, the bowels acting six or seven times 
a day, and blood being passed at stool. There was also a 
slimy discharge, which was at times mixed with faeces, but 
which was at other times evacuated by itself. He had lost 
a considerable amount of flesh, especially for the last two 
months. He had been examined, per rectum, by Dr. Long, 
who advised him to attend at St. Mark's as an out-patient. 
Three weeks later he was admitted as an in-patient. 

On June 2nd inguinal colotomy was performed, no diffi- 
culty being experienced in bringing out the gut. On the 5th 
the gut was opened, and the lower aperture seemed to be 
the upper one. On the 16th the superfluous bowel was 
excised under ether. On the 21st there was a procidentia 
6 inches from the lower opening. 

On July 2nd an injection of Condy's fluid into the rectum 
forced some faeces through the lower opening, which was 
thus proved, after all, to be the lower aperture. The proci- 
dentia, though shrinking, was still of considerable extent. 
Bather more than a fortm'ght later the patient was given 
a truss, and was discharged. 

Case XXXV. — Edwin G., aged 48, a cachectic-looking 
man, was admitted into the Great Northern Hospital on 
July 23rd, 1890. He had had anal trouble for five or six 
years, and in the preceding February had been to St. Mark's 
Hospital, where Mr. Alfred Cooper performed excision of 
rectum. Since that time he had suffered from incontinence 
of faeces. 

On admission, the rectum was found to be in a markedly 
strictured condition. There had been considerable recurr 
rence of the cancer, and part of the growth was beginning 
to appear outside the anus. There was an enlarged gland 
in the right groin. The patient experienced pain, especially 
at night, and was troubled by a discharge from the rectum. 

On July 30th I performed inguinal colotomy in the usual 
way, Mr. Cooper being away. The patient progressed very 
favourably ; there was no distension, and little mucus was 
passed per anum. 

8 
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On August 1st the gnt was opened, and some solid faeces 
were removed. On August 7th the stitches were taken 
out, and the wound looked well. On the 11th the superfluous 
gut was removed. Some hsemorrhage occurred. The patient 
experienced some pain, showing a tendency to faintness. 
On September 6th he was discharged. 

On November 16th he was seen again. There was a 
good spur. No motion passed by the rectum. There was 
a prolapse of quite 2 inches from the lower end ; none from 
the upper. 

Case L. — Mr. G., aged 56. For about two years had 
had cancer of the rectum, and suffered great pain and 
diarrhoea ; but of late the chief trouble was constipation 
and pain in the bladder. 

Patient looked very ill and wasted, and was evidently 
worn out with pain. In the rectum was a large maUgnant 
mass, very extensive, involving the prostate, and which had 
also grown down, so as to involve the sphincter; the finger 
could not be forced through the growth. 

February 3rd : I did inguinal colotomy in the usual way ; 
found very long mesentery, pulled down gut, so as to have it 
taut on the upper end, and returned the gut by the lower 
end into the pelvis. All went well ; made a good spur. 

I saw the patient on February 5th ; up to that time he 
had not had a bad symptom. Then opened the gut freely, 
and cut away some of the walls of the gut; not much bleed- 
ing. Bowels acted freely on the next day, and from that 
time all went well. The bowels acted from the upper orifice ; 
good spur. At times the gut prolapsed from the lower 
end to the extent of about 6 inches ; but by care, when 
his bowels were acting, he could keep it in. He was greatly 
relieved by the operation. 

Cobsea illustrating Prolapse from the Uppeb and Loweb 

Ends together. 

Case Y. — B. J., aged 66, always had good health until 
ten years before my seeing her, when she had inflammation 
of the bowels, and was ill for about three mopths. Two 
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years before seeing me her rectal trouble commenced with 
what she called an attack of piles and stoppage of the 
bowel. She attended as an out-patient at a hospital for 
some time, and then was advised to have colotomy per- 
formed, but declined to have it done. When I saw her 
her bowels had not acted for a week, and for some time 
previously the motion had passed only by the vagina. On 
examination a mass of cancer was found filling up the 
rectum, and protruding outside the anus ; the vaginal wall 
was involved, and a large opening existed in the recto- 
vaginal septum ; the buttocks were hard and infiltrated 
with cancer, the abdomen distended and filled with hardened 
fsBces. I performed inguinal colotomy on May 31st. 

June 2nd : The intestine was opened, and the prominent 
walls of the gut removed ; three vessels required clipping. 
The double-barrelled appearance was complete. 

June 12th : No faeces passed beyond the spur, which was 
perfect. She suffered considerable pain from the extensive 
cancer in the rectum and buttocks. 

June 20th : The bowels acted sufficiently by the artificial 
anus. She had little or no pain in the rectum. When 
she began to get about there was well-marked prolapse, 
about 2 inches in length, from both the upper and lower 
orifices. These were easily reduced and kept in. 

Case XVIII. — Mary H., aged 51, was admitted into 
St. Mark's on November 2nd, 1889. For two years pre- 
viously she had had pain and difficulty with her bowels. 
At Christmas, 1888, she began to pass blood and mucus 
per rectum. She was for some time under private treat- 
ment, and attended at St. Mark's about a month before 
admission. 

On November 4th inguinal colotomy was performed in 
the usual way. 

On November 6th the intestine was opened. 

On November 11th the superfluous gut was removed. 

The temperature was never high, and nothing was 
passed per rectum. The bowels acted through the upper 
opening. She was discharged on the 1st December, and 
was seen again in the early part of 1890, when it was 

8—2 
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found she suffered from considerable prolapse, from both 
the upper and lower ends of the inguinal opening. 

Case XXVII.— Mr. W., aged 49. Came to me m 1889 
with the following history : About a month previously 
he had been operated upon for piles, but was no better. 
He had become greatly emaciated lately ; his aspect very 
sallow, with a drawn expression ; and he constantly went 
to stool, passing blood and slime, but never had good 
relief. He also suffered great pain. Upon examination I 
found extensive malignant disease, about 5 inches up. I 
advised inguinal colotomy, which he consented to ; accord- 
ingly it was done in the usual way, there being no diffi- 
culties. The mesentery was long, and a fair amount of gut 
was fixed up in the wound. Three days after the operation, 
as he was distended, I snipped the gut, and gave 14m great 
relief. On the fifth day the gut was opened freely, and all 
the superfluous part of the intestine was cut away. Pain 
was experienced only when the mesentery was cut through. 
In this case the spur was good, no faeces whatever passed 
by the rectum ; there was some prolapse from both open- 
ings. The bowels acted from the upper opening. The growth 
in the rectum was evidently very malignant, as there was 
constant discharge. Seven weeks after the operation I 
discovered that the liver was enlarged, and nodulous. 
He died five weeks later, three months after the opera- 
tion. 

Case XXX. — Tobias B., aged 23, was admitted into the 
Great Northern Hospital in December, 1889. His rectal 
troubles did not date further back than seven weeks ; the 
symptoms had been bearing-down pains, and a feeling of 
the rectum not having been emptied ; further, constipation 
had alternated with diarrhoea. For three weeks there had 
been a discharge of blood and muco-pus. 

The patient was growing thinner, and felt weak. There 
was a history of syphilis. On examination per rectum, 
2 inches above the anus was a hard, rugged, crater-like 
opening, which was fixed and very painful. Pus and blood 
were left on the finger, which could not pass above the open- 
ing in consequence of a narrowing of the gut. 



POINTS IN THE OPERATION OF INGUINAL COLOTOMY. 117 

On January Ist, 1890, inguinal colotomy was performed. 
The small intestine presented first ; a piece of the large 
intestine and a portion of its attached mesentery were then 
drawn out of the wound. A good spur was made, and the 
gut was left in situ. 

On the 7 th the gut was opened. 

On the 9th all the stitches were removed. On the Idth 
the protruding portion of the gut was cut down to the level 
of the wound. On the 23rd he left the hospital. When 
seen a month later there was prolapse from hoth open- 
ings. 

Case XLVIII.— G. A., aged 33. On November 22nd, 
1890, the patient was admitted into St. Mark's with the 
following history : Six weeks previously she first began to 
have pain in the lower part of the rectum, worse on going 
to stool, and noticed light blood in small quantities mixed with 
the motions. The bowels acted very irregularly ; she had 
gone two or three days without their acting. 

On November 12th last, went to see Dr. Maurice, of 
Marlborough ; was examined by him, and told she had a 
growth up the bowel, and recommended to come and see 
me. 

On November 20th I saw her, and found her to be suffer- 
ing from carcinoma recti. The finger just being able to reach 
above it, excision was advised, and on November 24th, I 
proceeded to excise the growth, which was not very favour- 
ably situated, as it involved chiefly the anterior wall of the 
rectum. There was some difficulty in separating the rectum 
from the vagina ; as much of the bowel as possible was re- 
moved. Douglas's pouch could be seen bulging down, but 
was not opened. 

She was discharged from hospitalJanuary 17th, 1891. No 
recurrence of the growth could then be felt. 

On February 21st she was readmitted, the growth having 
returned and the gut contracted; and on February 23rd, 
I performed left inguinal colotomy. 

The mesentery, which was long, was secured to the skin 
by a deep silk suture. The loop of gut was not drawn out 
to its full extent, this being a malignant case, and was 



118 COLOTOMY. 

secured to the skin by several silk sutures passed through 
the serous and muscular coats. 

February 28th : Opened bowel. March 5th: Redundant 
piece of bowel cut off with scissors. March 24th : Discharged. 
Bowels acted regularly through the upper of the two inguinal 
openings. The lower was contracting. 

Seen later, prolapse from both ends. 

Case LI. — Thomas E., aged 53, was admitted into the 
Great Northern Hospital at the end of March, 1891. 

He had felt in perfect health till the preceding Christmas. 
About that time he observed discomfort, for he had no sense 
of relief after going to stool, and had to return there shortly 
afterwards, straining greatly. There was no pain during 
the act of defsecation. 

Since that time the bowels had become more troublesome 
and so constipated that the patient had to go to stool several 
times a day, only passing a very trifling amount on each 
occasion. He never passed any blood or slime. 

He had constant pain of a ' forcing * character, localized 
in the rectum. 

On admission on March 27th he was seen to be in the 
following state : About 3 inches from the anus the rectum 
was completely strictured. The flnger could just be passed 
into the lumen, but not through the stricture. The edges 
of the stricture were thickened and indented, and felt typi- 
cally epitheliomatous. In the abdomen hard scybala 
could be felt in the sigmoid flexure and in the descending 
colon. 

On April 1st inguinal colotomy was performed in the 
usual way. On the 6th the gut was opened. On the 14th 
the superfluous gut was cut away. On the 16th the bowel 
acted through the upper opening, no faeces having passed 
per rectum since the bowel was opened on the 10th. 

On the 22nd the patient got up for the flrst time. 

On the 29th he was discharged. There was a good spur, 
and a prolapse from both openings. The bowels acted 
through the upper opening. 
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Action of the Boivels. — The action of the bowels 
may take place either from the upper or from 
the lower end of the double-barrelled opening 
resulting from my operation. 

The observation of this fact has caused me to 
alter some details of my procedure. My former 
practice was to pass the mesenteric sutures 
through the skin nearer the lower angle of the 
wound than I do now ; for I thought the purr 
pose of the lower opening was to clear out the 
rectum or allow any retained faecal matter or 
discharge to come up, whereas the upper orifice 
had to be kept patent and large for the new 
anus. I now pass the mesenteric suture through 
the middle of the wound, for in seven cases the 
gut, when fixed up to the surface, was twisted 
so that the bowels acted through the lower open- 
ing, the upper one being continuous with the 
rectum. In most of these cases the mesentery 
was long; in others it was reported to have been 
medium, but it may have been in reality long, 
and have been rendered of medium length by the 
twist. In my criticism of Madeling's and Paul's 
method, I have dwelt on the danger of this 
twisting, if the gut is divided and the lower 
end is fixed up in the belief that it is the upper 
end. 
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Cases to illustrate Action of Bowels from the Lower of the 

Two Orifices. 

Case XVII. — Eliza C, aged 43, was admitted into 
St. Mark's early in September, 1889. About ten years 
before she had had an attack of low fever (dysentery), with 
purging and loss of blood. Six months after that illness she 
went to St. Bartholomew's ; her symptoms were bleeding, 
small motions, pain, and constipation. She was told that 
she had stricture, and bougies were passed for three weeks, 
after which she ceased to attend at the hospital. She had 
had no treatment since that date. Further, she had several 
fistulas on both sides of the anus — more on the right side 
than on the left. In addition to these she had recto-vaginal 
fistula. Two inches up the bowel was a long, hard, narrow, 
fibrous stricture. Through this No. 2 and No. 3 bougies 
were passed, for at first she refused to undergo colotomy ; 
but at length the pain became so severe that she, of her own 
accord, asked for that operation to be done. 

On September 9th, inguinal colotomy was performed in 
the ordinary manner, and 6 inches of gut were drawn 
out. 

The next day the gut was opened, and a large quantity 
of flatus and faeces was allowed to escape. The patient 
had pain in the right buttock from a large tense, brawny 
swelling, 2 inches from the anus, that surrounded two 
fistulous openings, which discharged fluid fasces. 

The bowels acted through the colotomy opening, fistula, 
vagina, and anus. The swelUng on the buttock was more 
prominent. Masses of undigested food kept blocking up the 
colotomy apertures. On inserting a probe into the buttock 
a large cavity was found, which was opened up, much faeces 
and pus escaping. 

On the 19th the supplementary operation was performed, 
and the outdrawn gut and omentum were removed. The 
clamp was not used, nor were anaesthetics employed. 

The next day (the 20th) the bowels acted through the 
lower opening, the gut being evidently twisted. 

On the night of the 9th temperature again rose above 
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102°, and on the next day one of the openings in the 
buttocks was enlarged to allow a freer exit of pas. 

On the 12th all motions passed by the colotomy wound, 
but some old motions still occasionally escaped from one of 
the fistulas. 

On the 18th the patient was discharged relieved, and 
went into the country. 

In a few weeks she was well. No prolapse ; bowels acting 
from the lower opening. 

Case XIX. — E. G., aged 26, consulted me in March, 
1889. For some time he had had rectal trouble, constantly 
going to stool and passing blood and mucus. He had lost 
more than a stone in weight in a month, was greatly emaci- 
ated, and had a very malignant aspect. 

On examination, there could be felt high up in the rectum 
a hard, ragged mass, which was tender to the touch, and 
bled readily on manipulation. The odour of the fasces was 
evidently that of malignant disease. 

My colleagues at St. Mark*s confirmed my diagnosis, 
and to reUeve him of his pain and distressing diarrhoea, 
inguinal colotomy was performed. The mesentery was 
medium. The intestine was drawn out, and fixed to the 
wound. 

' The next day, as there was some distension, the bowel 
was snipped, and wind was allowed to escape. 

On the fourth day the bowel was freely opened under 
ether, and the overhanging gut was cut away on a level with 
the skin. There was little bleeding, and no clamp was 
necessary. 

In a few weeks the patient left the hospital, gaining flesh 
and entirely relieved of pain. The bowels acted from the 
lower opening, thus showing that the gut had been twisted 
when it was fixed up. 

The patient is still alive, but very thin. 

Case XXV. — Miss W., aged 35, was seen in June, 1889. 
Her history was that in the previous autumn she had had 
an attack of rectal pain, with frequent discharges of blood 
and mucus. She was examined, and was told that she had 
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a growth in the bowel, and that nothing conld be done to 
relieve her, unless great obstruction came on. 

When I saw her she had been rapidly losing flesh ; she 
complained of great pain and bearing down, and of frequent 
discharges of blood. Little or no motion was passed except 
in a very watery condition. Upon examination of the rectum 
I found, about 4 inches up, a large epitheliomatous mass, 
adherent to the vagina, and completely blocking the rectal 
tube. I advised inguinal colotomy, which she readily con- 
sented to undergo. 

The operation was performed in the usual way; the abdo- 
minal wall was extremely vascular. The parietal peritoneum 
was stitched to the skin, and the large intestine presented 
itself at the opening. The mesentery was of medium length, 
and a large knuckle of gut was pulled out to make a good 
spur. 

Three days afterwards the protruding gut was opened and 
cut away. There was no pain, but there was considerable 
bleeding, eight clips being put on. At that time I had not 
begun to use the clamp. 

Three weeks after the operation she was up, and in a few 
days she returned home. The inguinal opening presented 
a double-barrelled appearance, the bowels acting from the 
lower aperture. There was no procidentia from either open- 
ing. She had entirely lost the pain in the rectum, and 
there was only an occasional discharge of blood-stained 
mucus. No faeces whatever passed by the rectum. 

There were four other cases in which the gut was 
twisted when secured to the wound, so that the 
bowels acted from the lower of the two openings. 

As in these cases there were other topics of 
interest bearing on points I have mentioned, I 
have put them under other headings — Cases x. 
and XV., Supplementary Operation ; Cases 
XVI. and xxix., Adherent Omentum Cases. 
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Other Peculiarities. — In the many cases I have 
operated upon there are various difficulties, or 
rather peculiarities, which are worth notice. 

When the patients have been fat there has 
sometimes been difficulty in working through so 
small an incision as 2 inches. It might then 
have to be enlarged ; but I have never yet 
been obliged to increase the size of the open- 
ing. 

Case XLVI. — Eliza P., aged 56, was admitted into the 
Great Northern Hospital on October 30th, 1890. 

External to the anus a growth appeared, and, owing to 
the constriction of the growth, there was great difficulty in 
introducing the finger into the anus, and much pain was 
caused. 

An examination per vaginam showed that there was a 
fistula communicating with the rectum in the middle of the 
growth, which latter extended some inches up the rectum. 
For a year the patient had had pain on and difficulty in 
defaecation, and had twice been operated on in the country. 
For the last six weeks faeces had been escaping, probably 
through the vaginal fistula. The abdominal wall was some- 
what thick, but no distension of the sigmoid flexure could be 
detected. 

On November 5th inguinal colotomy was performed. The 
thickness of the abdominal wall caused some difficulty in 
bringing the peritoneum up to the skin, and the appendices 
epiplo'icae were very large and numerous in the sigmoid 
flexure. Further, the gut had a very short mesentery, and 
this, combined with the thickness of the abdominal wall, 
caused great difficulty in stitching the mesentery in the 
usual manner. 

On the afternoon of the 7th the gut was opened, but the 
great thickness of the wall of the gut (fully half an inch) 
made it rather hard to find the lumen of the bowel. 
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On the 8th a purgative caused a satisfactory motion 
through the artificial anus. There was then less dis- 
charge per rectum, and she was free from pain. For the 
next week aperients were needed fo relieve some consti- 
pation. 

On the 18th the superfluous gut was removed. There was 
very little bleeding, and no pain. 

On December 7th she was discharged. 

Case XXI. — Sarah W., a somewhat pale woman, aged 39, 
was admitted into the Great Northern Hospital at the end 
of July, 1889. 

Her eldest child was three years old. Five weeks after 
its birth she suffered from a discharge from the rectum and 
from difficulty on defaBcation. She was admitted into St. 
Thomas's Hospital, and was treated with rectal bougies. 
Ever since that date (except for the last three weeks before 
entrance into the Great Northern) she had passed a bougie 
herself. For the last nine years she had been an out-patient 
at St. Mark's, where she had had bougies passed once a 
fortnight. In spite of a constant and somewhat copious 
discharge from the rectum and difficulty on de^aecation, 
she had kept fairly well till six months before admission 
into the Great Northern. At that date her trouble in 
passing motions had so increased that she was advised 
to become an in-patient at St. Mark's. She refused this 
proposal, and continued to attend as an out-patient for 
four months longer. From that point she had been con- 
fined to the house. 

On examination per rectum, about 1| or 2 inches from 
the anus could be felt the commencement of a tight, smooth, 
annular stricture, which just admitted the finger ; its upper 
limit could not be reached. The mucous membrane did not 
appear to be ulcerated. 

On July 31st inguinal colotomy was performed. The 
abdominal fat was great, so that there was difficulty in fixing 
the parietal peritoneum to the skin. 

On August 2nd a small opening was made in the bowel, 
and some wind was liberated. 

On the 3rd there was a little flatulence, and there was 
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a good deal of discharge. The tongue was bad. Tempera- 
ture rose to 104°. 

The next day the patient complained much of flatulence ; 
the abdomen was distended, but soft, and not very tender. 
A good deal of wind passed through the opening. During 
the two next days her condition improved, for the bowels 
were freely open both by the rectum and by the wound. 

A change, however, took place on the afternoon and even- 
ing of the 7th. In the evening there was a good deal of 
haemorrhage from the wound, which appeared to arise 
between the bowel and the wound in the abdominal walL 
It was arterial, but no bleeding-point could be found. The 
haemorrhage, however, was stopped by pressure. 

A more serious matter was that on the afternoon of the 
7th the patient began to have difficulty in breathing and a 
slight cough. On that evening the dyspnoea and cough 
both became worse, and rales and ronchi were abundant. 
On the morning of the 8th the secretion had evidently 
increased. Early on the morning of the 9th the patient 
died. 

A post-mortem examination was held. 

There was considerable protrusion of the mucous mem- 
brane through the artificial anus. The upper and outer 
portion of the angle of the opening was gangrenous, involving 
that part of the gut and the abdominal wall. Moreover, the 
attachment of the gut to the abdominal wall had given way, 
allowing of communication at this point with the subjacent 
peritoneal cavity. 

The upper lobes of the lungs were very oedematous, the 
bronchi and trachea being full of serous fluid. The bases 
were much more solid and congested. 

The omentum was found to be well developed, and 
stretched downwards into the pelvis ; on the left side it was 
firmly adherent to the colotomy opening. There were 
abundant signs of old peritonitis, especially on the left side 
and towards the pelvis, the descending colon being firmly 
bound down, and some neighbouring coils of small intestine 
being coherent. 

On the left side of the abdomen was the appearance of 
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much recent acute pDrulent peritonitis. The coils of intes- 
tine of the left side were loosely adherent to each other, and 
to the abdominal wall, by patches of purulent lymph ; the 
neighbouring peritoneum was superficially gangrenous. A 
considerable amount of pus had gravitated into the lower 
parts of the cavity on the left sida The upper part of the 
sigmoid flexure had been opened and was attached to the 
abdominal opening ; the upper and outer angle, which was 
gangrenous, had become free from the abdominal wound ; 
from this, leading downwards to the lower part of the 
abdominal cavity, was a track of purulent peritonitis, 
about half an inch broad, as if the discharge from the 
wound had trickled down and thus infected the peri- 
toneum. 

The whole of the lower and posterior part of the pelvis 
was filled with a large haematoma, which seemed to be fairly 
recent. The clot was firm and not discoloured or decom- 
posed ; it did not enter the peritoneal cavity. 

In fat patients, even when there has been a 
medium mesentery, there has been great trouble 
in making a spur, and it has been impossible to 
use the mesenteric stitches. This has arisen, 
not only from the depth of the wound in the 
abdominal wall, but also from the frequent 
presence of a large mass of fat around the in- 
testine and between the layers of the mesentery. 
Hence the mesentery has been too thick and 
fixed for the gut to be pulled up and a spur 
procured. 

In fat subjects, again, the amount of the 
cellular tissue may render it diflScult to stitch 
the parietal peritoneum to the skin. I have 
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never failed in doing this, though there has been 
considerable tension on the peritoneum. 

With fat patients it is sometimes troublesome 
to fix the gut to the skin ; even if it has been 
fixed, any vomiting or coughing may tear away 
the sutures, and the intestine may slip back into 
the abdominal cavity. 

At times the piece of gut to be pulled up has 
hard faeces in it ; if these are in the way, they 
must be gently pushed upwards or downwards as 
the operator may think fit. 

On one occasion the omentum at the seat of 
the opening had been glued to the peritoneum 
by old peritonitis, so that when I had opened 
the peritoneum I came upon more fat. This led 
me to think that I had mistaken the trans- 
versalis fascia for the peritoneum ; but when I 
cut through the omentum I found I had opened 
the peritoneal cavity. I stitched the edges of 
the omentum to the skin all round the opening, 
as I could not, and did not think it wise to 
attempt to, separate it from the peritoneum. 

Case XVI. — Sarah E., aged 72, was admitted into St. 
Mark's on August 31, 1889. Twenty years before she had 
had diabetes, from which she said she had recovered. 
Six years after that she had suffered from internal 
piles. 

Six months before admission she noticed pains when at 
stool, and observed that her motions were very small and 
were decreasing in size. For the last month the motions 
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had been streaked with blood and mucus, and for the last 
fortnight there had been a discharge. 

An examination revealed a large growth about 2 inches 
up the rectum, which would not allow the passage of the 
tip of the index-finger. 

On September 2nd inguinal colotomy was performed. 
. When the incision was made the omentum was found to 
be adherent, in other words, old peritonitis had caused it to 
become fixed to the abdominal wall The omentum was 
therefore cut through, and the large intestine was pulled 
through that and fixed up, a good spur being made. The 
parietal peritoneum could not be fixed to the skin, and the 
omentum was consequently pulled up through it. 

On the 5th the gut was opened. 

On the 9th the supplementary operation was performed 
under anaesthetics. The spiked clamp was put on, and the 
gut and omentum were removed. Some hours later, when 
the clamp was taken off, there was no bleeding. 

On the 12th the bowels acted through the colotomy 
wound. 

On October 1st there was a clear double-barrelled opening, 
but in consequence of the gut being twisted the faeces came 
from the lower aperture. The upper opening (leading to 
the rectum) was rather oedematous. 

On October 12th she was discharged. 

Case XXIX. — Mr. A., aged 40, came to see me in 
November, 1889. He had been ill for some months pre- 
viously, having been greatly troubled by his bowels acting 
very frequently but inefficiently. Purgatives had been of 
little or no use. He had been rapidly growing worse, had 
lost much flesh, and was suffering from great pain. On 
examination I found a large crater-like mass of cancer. 
The abdomen was distended, especially in the left iliac 
region; it was tympanitic, but not tender. Inguinal 
colotomy was performed. On cutting down through the 
abdomen, I found the omentum adherent to the abdominal 
wall. I accordingly stitched the parietal peritoneum to the 
skin, and then cut through the omentum, and pulled the 
large intestine through it. There was not a very long 
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mesentery, but sufficient to allow mo to pull out enough gut 
to make a good spur. 

The next day, as the patient was rather distended, the 
gut was opened, and I removed a hard lump of motion. 
Three weeks after the operation, the wound being well healed, 
as there seemed to be too much overhanging mucous mem- 
brane, I cut it all off. There was no pain ; six vessels 
required clipping. 

In a few days he returned home ; there was no prolapse 
from either opening. He was greatly relieved of his pain, 
and no fsBces whatever passed by the rectum. Curiously 
enough, the bowels acted through the lower of the two 
openings, thus showing that the gut was evidently twisted 
when fixed into the abdominal wound. 



In another case I saw that the sigmoid flexure 
had been glued down to the iliac fossa so that 
there was no possibility of bringing the gut to 
the surface. I therefore closed the inguinal 
opening, and did the lumbar operation instead. 
Had I known the extent of the stricture and 
ulceration, it would have been better to have 
performed a lumbar or a transverse colotomy from 
the first. 

Sometimes when the mesentery is very short, 
or almost absent, it is best to pull the gut up 
and pass a stitch behind the mesentery. Occa- 
sionally I have been unable to use the mesenteric 
stitch, and then I have had to content myself 
with passing the sutures only through the 
muscular and serous parts of the gut at the 

9 
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posterior part, and have merely fixed the 
intestine to the skin without making a spur. 

Case XXXIV. — Thomas B., aged 51, a fairly healthy- 
looking, somewhat pale man, was admitted into the Great 
Northern Hospital early in May, 1890. 

About a year before he had noticed pain in the rectum 
after defaecation, and had also had for the greater part of 
the day pain in the back of a gnawing character. 

Until a month before admission he had passed blood 
several times daily. He had no diarrhoea, constipation; or 
alteration in the shape of the faeces. 

There was a ragged ulceration of the rectum with raised 
everted edges, which extended to IJ inches of the anus, and 
as high as the finger could reach ; it spread all round the 
gut and partly obstructed the lumen. The sigmoid flexure 
was felt to be slightly distended. 

On May 7th inguinal colotomy was performed. On open- 
ing the peritoneum the appendices epiploicae of the sigmoid 
flexure were exposed. The mesentery was very short, and 
the gut had to be stitched to the abdominal wall by sutures 
passed through the peritoneal and muscular coats, and 
where possible at the position of the longitudinal bands. 

On the afternoon of the 9th the gut was opened with 
scissors, and the patient was relieved by a considerable 
escape of gas, etc. 

On the 13th the patient was still progressing. There was 
no pain from the wound or in the rectum. The bowels 
acted freely through the colotomy opening, and by the 
anus. 

On June 9th the patient was discharged, the bowels acting 
by opening and rectum. 

It will be seen in the following table that I 
have cited sixteen cases of the supplementary 
operation, but I have only mentioned ten typical 
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cases as regards that condition ; the remaining 
six falling under other heads have been kept 
back to illustrate their respective peculiarity. 
The same applies to many various conditions, as, 
for instance, the ordinary operation, prolapse, 
spur, etc. 
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CHAPTER VII. 

RIGHT INGUINAL COLOTOMY. 

Right inguinal colotomy may be performed in 
the same way and by the same incision as on the 
left side ; but at times it is wiser to make the 
incision lower down and nearer to Poupart's liga- 
ment. The caecum, or the lowest part of the 
ascending colon, is the region to be opened. All 
difficulties may be met by the details of opera- 
tions previously explained. The question of a 
spur can never arise. 

Case I. — Mrs. H., aged 67, gave the following history, 
viz., that for some years she had suffered from constipation 
of a very obstinate nature, at times requiring strong purga- 
tives to obtain relief. About six weeks before I saw her she 
had commenced to have an attack of obstruction, which 
was not relieved by enemata or small doses of castor-oil. 

Dr. Aiken, whose patient she was, carefully examined the 
rectum and abdomen, but was unable to find any tumour or 
any indication as to where the obstruction was. Eepeatedly 
injections were given with a long tube, and all varieties of 
purgatives were tried. These failing, belladonna in large 
doses was given for some time, and even electricity was 
resorted to without avail, only occasionally wind passing. 
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This state of obstruction continued for about a month, the 
abdomen becoming more distended, and then pain of a 
colicky nature began to set in, and two days before I saw her 
she began to vomit. 

On August 2nd, 1891, I saw her, and found abdomen 
enormously distended and generally tympanitic. Tongue 
dry ; pulse rapid and feeble ; every now and then she 
vomited, only, however, the contents of the stomach. By 
her history it was evidently not a case of malignant disease 
very low down in the colon, as there had never been the 
characteristic diarrhoea, nor had blood or slime ever, as far 
as I could make out, been passed. By an examination, I 
was totally unable to discover any tumour or any differ- 
ence in percussion to lead me to the position of th3 obstruc- 
tion. From the history, however, viz., of about six weeks 
without any acute symptoms, I was convinced the ob- 
struction must be in the large intestine, and probably 
rather low down, viz., about the sigmoid flexure. Accord- 
ingly, I determined to do a left lumbar colotomy in the 
hope of being above the disease. 

The patient being chloroformed, I cut into the left loin, 
the incision being 3 inches. As the patient was very fat, 
quite 2 inches were cut through, until the muscles were 
reached. Not finding the gut at once, I concluded it had 
a mesentery. Accordingly, I at once opened the parietal 
peritoneum just sufficient to admit my finger ; then I found 
the descending colon, knowing it from the longitudinal bands 
and appendices epiploicse, both of which could be distinctly 
seen. What was also important and interesting, it had a 
mesentery of medium length, so that I could not have opened 
it on its non-peritoneal surface had I attempted to. On 
drawing it through the opening in the parietal peritoneum, 
to my surprise I found it collapsed and empty, showing I 
was on the distal side of the stricture. Accordingly, I 
sewed up the parietal peritoneum with a deep suture, and 
also closed the lumbar wound. 

After this the question was what to do. I soon made up 
my mind to perform a right inguinal colotomy. The patient 
was then placed on her back, and I made an incision about 
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2 inches long over the right inguinal region, on a level with 
the right anterior superior spine of the ilium, and about 
1^ inches below it. On dividing the fat, muscles, and 
parietal peritoneum, I came down on the caecum, and found 
it very distended, so that now I knew I was on the prox- 
imal side of the stricture. A sponge with a string was 
then introduced, while I sewed the parietal peritoneum to 
the skin wound. This was very difiBcult to do, on account 
of the fatness of the abdominal wall. However, with 
patience, I succeeded, although in some places there was 
great tension on some of the sutures. The sponge then 
being removed, I pulled the distended caecum as well as I 
could into the wound, and very carefully with about twenty 
stitches secured it all round to the opening in the abdominal 
wall. I was very careful in this suturing to pass my needles 
only through the peritoneal and muscular coats of the bowel, 
so as not to allow of any chance of extravasation of faeces from 
ray needle-holes. After careful suturing, I opened the gut, 
only making an incision about half an inch long, and clipping 
the edges of the gut and pulling them asunder so as to over- 
lap the parts where the gut was attached to the skin. This 
I thought would give an additional protection against extra- 
vasation. 

As soon as the gut was opened a quantity of liquid faeces 
and wind escaped. The patient bore the operation wonder- 
fully well ; and the next day, on visiting her, I found her 
quite cheerful and happy, temperature normal, and that 
she had taken plenty of liquid nourishment. The bowels 
from the inguinal opening had acted very fairly. 

In about a week the lumbar incision was completely 
healed and the sutures removed. 

Around the inguinal opening some of the sutures uniting 
the skin to the parietal peritoneum tore through, leaving a 
wound in places to granulate ; but in five weeks' time all 
was healed, and the patient was up and out daily for a drive, 
the obstruction being entirely reheved. 

At intervals a very small amount of faeces passed by the 
rectum, but the greater amount passed daily by the right 
inguinal opening. 
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Of course, there was no spur in a case like this, and 
what is important, there was no prolapse. What the 
obstruction was or exactly where it was, I do not know 
to this day. The patient is still alive and comfortable. 

Case II. — In 1886, 1 was called to the country to see a 
gentleman, aged about 57, who gave the following history, 
viz., that he had rapidly lost flesh of late, and had been 
troubled with constipation at times. For the last fourteen 
days nothing had passed by the rectum. When I saw him he 
was evidently very ill. Face almost that of death. Pulse 
running ; cold and sweaty hands and feet. Abdomen enor- 
mously distended, tender and tympanitic. There was no 
evidence as to the seat of the obstruction in the large gut ; 
he was constantly vomiting. I examined the rectum, 
but nothing was to be felt. He had had enemata, but with 
no satisfactory result. It was obvious that if it was any 
good to operate it must be done at once. I told his friends 
what a very serious condition the patient was in, and said 
that, although there were but little hopes of recovery, yet 
there was just a chance of saving him, at all events of 
relieving him, by doing then and there a right inguinal 
colotomy. This they readily consented to. He was almost 
too ill for chloroform, accordingly I operated without it. 
I made an incision 2 inches long in the usual place over the 
caecum, cut through the muscles, and rapidly opened the 
parietal peritoneum, and at once an enormously distended 
caecum presented. This was carefully sutured to the parietal 
peritoneum and skin, and then the gut was opened and a 
quantity of flatus and some liquid faeces escaped, giving 
great relief. Eeally the only painful parts of the operation 
was the skin cut and the suturing, but the whole operation 
took a very short time. In a few hours a quantity of faeces 
passed and the patient wonderfully recovered; vomiting 
ceased, and he took plenty of nourishment and stimulants. 
Every day he improved, and promised to do well, but on 
about the tenth day after the operation, the nurse leaving 
the room for a moment, he got out of bed, and no doubt by 
so doing broke away some of the adhesions between the 
caecum and the skin, for on the next day he died, with 
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evident symptoms of peritonitis. No post-mortem was 
allowed. I was very disappointed at losing the patient, 
after he had done so well for ten days, for he would probahly 
have lived had not the accident of his getting out of bed 
happened. 

Case III. — Catherine E., 72, was admitted into the 
Great Northern Hospital, . on December 5th, 1888, and 
gave the following history, viz.: Had been subject to bad 
constipation for many years, and had not unfrequently 
gone ten days without the bowels acting. Had never 
vomited with the constipation. 

The present attack, viz., on 25th November, was when 
she was at work as a monthly nurse, and she had to return 
home because of pain in the abdomen, the result of pro- 
longed constipation. Took 01 Eicini §i, but was not relieved. 
The next day, 27th, was seen by a doctor, who ordered 
two pills, which caused great pain, but no action. She 
had an enema of 01 Eicini §i. This was repeated on the 
28th and 29th, but with no result. These enemata were 
continued nearly every day until admission into hospital 
on December 5th, and had several large doses of jalap, but 
with no result. On December 1st, the doctor discovered a 
hard mass over the caecum, and tympanitis all over the 
abdomen. There was great pain, this becoming much 
worse. The next day she was brought to the hospital. 
During the whole of this time she had never vomited. On 
admission she was very collapsed ; extremities cold. Pulse 
small. Eespiration chiefly thoracic. Tongue dry and 
glazed. Abdomen very distended, hard and tympanitic. 
There was nothing abnormal to be felt. Veins of abdomen 
distended. Per rectum a few small pieces of faeces could 
be felt. There was no stricture nor ballooning of the 
bowel. I saw her, and from the history of a swelling about 
the caecum, and from the very serious condition of the 
patient, decided to make my incision over the caecum, 
to introduce my hand into the belly, and if the stricture 
was not in the caecum or about the caecal valve, to open the 
small intestine at once from that wound. On arriving at the 
peritoneum, over the caecum, I found it inflamed and 
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thickened, and on opening it a quantity of dirty brownish- 
yellow pus was evacuated. I then enlarged the inguinal 
incision downwards, and found a small perforation in the 
caecum, from which faeces escaped. Accordingly the parietal 
peritoneum was fixed to the skin all around the abdominal 
wound. From the wound it appeared that there was no 
localized abscess about the caecum, and thinking some of the 
pus might have escaped into the general peritoneal cavity, I 
decided to open the belly in the middle line, for the purpose 
of drainage and washing, if necessary. Accordingly, I 
opened the belly in the middle line, did not discover any 
pus, but found there were well marked signs of general 
peritonitis, as the small intestines were covered with lymph; 
accordingly the belly was washed out with hot water, some 
of the water escaping by the inguinal opening, showing that I 
was correct in thinking the abscess was not carefully blocked 
off from the general abdominal cavity, and a Keith's glass 
drainage tube put into Douglas' pouch. I found the large 
and small intestines greatly distended. The abdominal 
cavity was closed in the middle line, except where the tube 
was. The caecum was carefully sewn up to the skin wound 
all around, and the perforation enlarged, and a quantity of 
faeces escaped. The operation took about an hour, and the 
patient bore it well, the pulse and breathing being better 
after the operation than before. Fluid was drawn from 
the Keith's tube about every two hours until 7th December. 
The fluid was dirty, and contained some blood and pus. 

On the 7th December, the patient had a good night. 
No pain whatever. Had taken peptonized milk, brandy, 
and some Brand's essence. There had been no vomiting. 
The bowels had acted thoroughly through the inguinal 
wound. On the night of the 7th she complained of 
some pain, and was ordered opium, and vomited once. 
Bowels were open again. Pulse was small and slightly 
intermittent, and tongue dry, but skin moist ; had had no 
more vomiting. 

December 8th: She complained of pain about the epi- 
gastrium, and flatulence. The abdomen not at all tense 
or tympanitic, but rather distended, not at all tender on 
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pressure. A large mass of hard faeces was removed by 
the finger from the inguinal opening. Wounds quite 
healthy. 

December 9kh : Became restless and tried to get out of 
bed, and complained again of abdominal pain. Took well. 
Bowels acted freely four times ; vomited a little twice. 

December 10th : Not so restless. Weaker. Faeces had 
been running from the wound all day. 

December 11th : Patient much weaker, and had a good 
deal of abdominal pain; no vomiting. Bowels open still 
very freely. Was given opium, and slept seven hours. 
Pulse weak, and began now to refuse food. No vomiting. 
Bowels loose. 

December 12th: Evidently sinking. Eetching a good 
deal, and tender about the abdomen. Wound healthy. 
Befused food entirely. No vomiting. Towards the end 
of the day the pulse became imperceptible, extremities 
cold; she died at nine o'clock. Temperature throughout 
had been normal or sub-normal until a few hours before 
death, when it went up to just 100°. 

Post-mortem, — Signs of peritonitis throughout the whole 
abdomen. Peritoneum about caecum was thickened ; 
evidently had been chronically inflamed for some time. 
Small intestines covered with lymph; great intestine and 
caBCum highly inflamed and gangrenous in places. On the 
upper and outer surfaces were two perforations — one which 
had been enlarged and sewn to the skin to make the inguinal 
opening, the other, small, communicating with the abdo- 
minal cavity. Caecum and colon greatly distended. At the 
upper part of the sigmoid flexure was a fibrous stricture, 
through which a large probe only would pass. No ulcera- 
tion of colon at seat of stricture. 

Case IV. — Christopher H,, aged 49, was admitted into 
the Great Northern Hospital on January 12th, 1889. 
Gave the following history : Was never a strong man, but 
had never had any serious illness. Always suffered from 
indigestion and pains in the epigastrium. Had lost flesh 
very considerably for the last six months. Had had diar- 
rhoea of a watery character for the last month. Prior to 
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that date bowels were irregular, mostly hard nodules of 
fsBces passed at intervals of two days' duration. No sick- 
ness. Was at work on January 2nd ; took to bed on 
January 3rd; was seen by Dr. Silk, January 4:th, who 
found him with an anxious expression, greatly emaciated, 
abdomen uniformly distended, tympanitic gurgling in lower 
part, not particularly tender. In right iliac fossa, appar- 
ently at the edge of brim of pelvis, a tumour felt, the exact 
character of which could not be determined on account of 
tympanitis; but on examination per rectum it evidently 
was fixed to the right side of the pelvis. 

On January 12th Dr. Silk sent him to the Great Northern 
Hospital. On admission, patient very emaciated, abdomen 
very distended and tympanitic ; veins in iliac regions much 
distended. A hard, somewhat nodular, mass could be felt in 
right iliac fossa, near the brim of the pelvis. On percussion, 
universally resonant. Per rectum considerable ballooning. 
No ulceration or growth to be felt. Small amount of 
hardened fasces, very offensive odour. Tongue dry and glazed. 
Not knowing exactly the cause of the obstruction, or what 
part of the intestine it involved, I decided, after a con- 
sultation, to do a right inguinal exploration. Accordingly, 
under ether, an incision was made in the right groin, about 
2 inches above Poupart's ligament. The peritoneum ex- 
posed and opened, the csBcum then presented, and was 
found to be considerably distended and coated with a layer 
of lymph, and some purulent fluid escaped from the peri- 
toneal cavity. Small intestines also presented, and were 
found covered with lymph. The incision was enlarged 
upwards about another 2 inches, so that the hand could be 
introduced and the whole abdominal cavity explored, and 
then it was found that there was a large mass in the right 
iliac region, with coats of intestine adherent thereto. The 
lumbar glands were also considerably enlarged, and could 
be felt for some distance along the front of the spine. The 
caecum was then aspirated, to make it more manageable, 
and the lower part of the intestine was sutured with 
four silk sutures, the parietal peritoneum being carefully 
included. It was noticed the caecum did not refill with 



142 COLOTOMY. 

flatus ; and as the small intestine which presented was dis- 
tended, it was fixed by a piece of silk passed through a 
good piece of its muscular and serous coats, so that it might 
act as a guide to it if it was necessary to bring it to 
the surface and open it at some future date. The parietal 
peritoneum was then carefully fixed to the parietes, and the 
csBcum at other parts was also fixed up to the wound. 
Operation took about three-quarters of an hour. The 
csBCum was not opened. The patient stood the operation 
well. That night there was some hiccough, but no vomit- 
ing, and the patient rallied well, and took milk and brandy 
freely. Slight pain in the right groin. Tongue moist. 
Pulse 116, and fairly good. Abdomen less distended. 

On January 13th the gut, viz., csecum, was opened, and a 
good deal of flatus escaped. Took fairly up to the evening, 
but then began to refuse food. Pulse in the evening rapid 
(130), later, running and compressible. Abdomen more 
distended and tense. No vomiting, but some nausea. 

In the night of the 15th gradually became more feeble, 
and died. 

Post-mortem, — Wound in iliac region quite healthy, the 
intestine being well attached to the peritoneum all round by 
lymph. There was no evidence of fresh peritonitis, but the 
whole peritoneum was thickened, as the result of a chronic 
peritonitis, evidently of long-standing. The cavity contained 
a good deal of whitish serum and flakes of lymph. On the 
right side of the pelvis was a hard malignant mass, to 
which a large portion of the lower part of the ilium was 
attached above, the whole of the sigmoid flexure being lost 
in it below and to the left ; in fact, a large part of the small 
intestines and sigmoid were involved in a malignant mass, 
and communicated in many places one with the other. 
The mesenteric glands were enlarged, in groups, and felt 
hard. The mass was malignant, springing from the sigmoid 
and surrounding it, and involving the lower parts of the 
small intestine, and forced over towards the right of the 
pelvis. 



CHAPTER VIII. 

THE OPERATION OF LUMBAR COLOTOMY. 

As was the case in my chapter on the inguinal 
operation, I shall discuss lumbar colotomy, both 
on the left and on the right side. However, 
right lumbar is far less frequently performed, 
and much more rarely required, than left lumbar 
colotomy, to which I shall mainly confine my 
observations. 

By attention to certain rules, lumbar colotomy 
will not be found to be very difficult, but the not 
uncommon occurrence of accidents forces me to 
think that all surgeons are not sufficiently alive 
to the use of considerable precision in the opera- 
tion, more especially when the bowel is undis- 
tended. This indispensable element of precision 
is often lacking in the directions given in surgical 
books on the subject. 

Many surgeons commence the operation under 
the impression that it may be impossible to dis- 
cover the colon, and even the best operators 
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have often experienced difficulties or failures in 
finding the gut. Indeed, the small intestine has 
been frequently opened by mistake. Knowing 
this, and having read Mr. C. B. Lock wood's 
valuable pamphlet on the development of the 
colon, and the abnormal positions it may assume, 
and from the experience derived from a case of 
my own, narrated at the end of this chapter, I 
resolved to attempt to discover the causes of 
these failures, and, what is more important, the 
methods by which they might be obviated. 

In a previous chapter I have fully described 
the anatomy of the regions encountered in lumbar 
colotomy, but a little repetition may be excused. 
It will be agreed that, unless the operator sees 
one of the longitudinal bands, which are invari- 
ably and only found in the large intestine, the 
intestine should not be opened from the loin. 
We are aware that these bands are situated, one 
on the anterior surface, another along the inner 
part, and the third at the posterior aspect of the 
gut (see Fig. 4). It is this posterior band that 
is usually looked for, and generally supposed to 
be seen when the bowel is sought for in lumbar 
colotomy. Some authorities hold that these 
bands can be readily detected without opening 
the peritoneum, but this is only rarely the case. 
I have observed from an examination and dis- 
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section of over a hundred ascending and descend- 
ing colons, that the bands are always more easily 
and distinctly seen when they are covered by the 
peritoneum, which makes them hard, prominent, 
and shiny ; whereas, when the peritoneum is 
stripped off them, these characteristics are lost. 
However,, in eight out of the hundred cases 
examined, one or two of these bands could be 
seen, but not very distinctly, on the posterior part 
of the intestine, although they were uncovered by 
peritoneum. When the peritoneum only covers 
about one-half or two-thirds of the circumference 
of the gut, it is generally reflected off the gut at the 
posterior margins of the longitudinal bands on to 
the walls of the belly. Thus the bands are not 
visible unless the peritoneum is stripped off; if an 
attempt be made to expose them, the peritoneum, 
owing to its being so firmly adherent to the 
bands, is frequently torn, and the abdominal 
cavity opened without the operator being aware 
of it. 

I now turn to the various ways in which 
lumbar colotomy has been performed ; the differ- 
ences are in the direction of the lumbar incision, 
and in the way of fixing up the gut when it has 
been found. 

Several years ago, a careful investigation of 
more than fifty dissections led my father to 

10 
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the conclusion that the best incision from which 
the colon could be found was one with its centre 
quite half an inch posterior and midway between 
the anterior superior and posterior superior spines 
of the ilium, and midway between the last rib 
and the crest of the ilium. 

1. Callisen has used a vertical incision. This 
is made over the point discovered by my father, 
and takes a vertical direction. The disadvantages 
are the limited lenofth of the incision that is 
possible, and the difficulty of working down upon 
the gut. 

2. The transverse incision of Amussat. 

3. The oblique incision of Bryant. 

These last two incisions are the best, for, if 
room is wanted in difficult cases, they can be 
enlarged. 

When the gut has been found by any one of 
these incisions, it can be fixed in its place by 
various modes. 

When the gut is distended and has to be 
opened at once, some surgeons pass sutures 
through it in the following manner. A suture is 
passed first through one lip of the wound, then 
across and through the distended bowel, and 
finally through the opposite lip of the wound. 
Another suture is then introduced about an inch 
from the first one, and is treated in a similar 
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manner. Next, the gut is opened, and the loop 
of the sutures is pulled out and divided. The 
four sutures thus formed are tied up, thereby 
securing the gut to the skin edges. A few 
additional stitches may be put in if they are 
required. 

The gut may not have to be opened at once. 
Several methods of fixing it have been advocated. 

Mr. Davies-CoUey passes two hare-lip pins 
through the gut, so as to retain it in its place. 
The disadvantage of this method is, that flatus or 
even faeces may pass from the holes in the 
intestine made by the pins into the cellular tissue. 
Thus the object of waiting to open the gut is 
defeated ; for the delay was for the purpose of 
allowing all parts to be glued up with lymph before 
opening, and for the consequent prevention of any 
chance of suppuration. 

Mr. Davies-Colley has suggested an alter- 
native plan. Instead of using the hare-lip pins, 
the gut may be held outside by a sjjecial ivory 
clamp, which prevents it from dropping back, 
but, at the same time, does not perforate it. If 
any such instrument has to be employed, this, no 
doubt, is the best. 

Mr. Bryant merely draws the gut into the 
wound, and leaves it there unsecured. The dis- 
advantage is, that the gut may slip from the 

10 — 2 
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surface, and be very difficult to find when the 
time comes for it to be opened. 

Mr. Howse recommends the holding of the 
gut in situ by fixing on to it two fixation forceps. 
These are made to catch on small folds of the 
muscular tissue, with just sufficient force to hold, 
but without causing sloughing. The forceps are 
placed about half an inch apart, and at right 
angles to the line of incision. They are laid flat 
on the skin, and are kept in position by broad 
strips of plaster until the bowel is glued up. 
When the gut is opened they are removed. 

When lumbar colotomy is to be performed, the 
patient is turned on his side, with a firm pillow 
under the loin nearest the table. What I usually 
find to make a hard and firm pillow is a large sheet 
rolled up and tied together with bandages. The 
instruments employed are a knife, scissors, clips, 
retractors, and needles. The loin is cleaned ; an 
incision is then made half an inch behind the 
point discovered by my father, and previously 
described to be midway between the anterior- 
superior spine and the posterior-superior spine 
of the ilium. Whether it be transverse or 
oblique, the incision should be 2 inches in 
length, not more, for this limitation obliges the ' 
operator to cut down exactly to the position in 
which the colon generally lies ; whereas, if the 
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incision is 5 or 6 inches long, there is a risk of 
missing the gut. Its centre should be over the 
chosen spot, midway between the last rib and 
the crest of the ilium. Division being made of 
the skin and the cellular tissue — the latter of 
which is sometimes very abundant — the muscles 
are exposed, and may be rapidly divided until 
the fascia lumborum is reached. This is opened 
and the quadratus lumborum is exposed at its 
anterior edge ; in some cases the quadratus may 
require division. The edges of the wound are 
then retracted, and the fat which lies around 
the kidney and behind the fascia lumborum is 
torn through with dissecting forceps. After 
this, the gut, if it is distended and has no 
mesentery, will bulge into the wound. In 
straightforward cases, the fact that it is the 
colon will be shown by its being uncovered by 
peritoneum ; for if the peritoneum is opened, 
peritoneum will be seen surrounding the gut, 
together with the longitudinal bands. There 
will then be no uncertainty as to its being the 
colon. It is then brought to the surface and 
very carefully stitched with interrupted sutures 
all round to the skin wound. These sutures 
should pierce only the muscular coat, and should 
not in any way perforate the gut. 

If the case is not very urgent, the gut can be 



fixed in this manner, and left unopened for a day 
or more till it is all glued up with lymph. It 
can then be opened. 

I am sure, from the anatomical researches 
narrated at the beginning of this chapter, that 
the cases are rare in which there is this absolute 
certaintj' of the actual presence of the colon 
without opening the peritoneum. I therefore 
at once proceed to explain what should be done 
if there are difficulties in finding the colon, or in 



Fig. 29. 
making sure that the part exposed is that piece 
of intestine. 

The diflSculties of the operation commence as 
soon as the transversalis fascia is opened. They 
arise from various conditions which are caused 
by the position of the intestine in relation to its 
peritoneal covering and length of mesentery, I 
will describe these conditions and explain the 
o]jerative treatment necessary under each head. 
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I. What is supposed to be the general position 
(as shown in Fig. 29) is where the peritoneum 
covers only half or two-thirds of the circum- 
ference of the gut, leaving the posterior part 
uncovered, with the intestine bound down to the 
loin. According to Mr. Treves, this was the 
position in 7 4 out of 1 cases on the right side, 
and 64 out of 100 on the left side. 

My own observations, in which I was assisted 
by Dr. Penrose and the late Mr. Stewart 
Pollock, at St. George's Hospital, showed 
1 1 out of 6 cases on the right side, and 1 
out of 60 on the left side ; thus, by taking 
the percentage, 18^ out of 100 cases on the 
mght side, and 16^ out of 100 on the left side. 

From this it would appear that this so-called 
general position is less common than is popu- 
larly supposed. 

When the intestine is in this state, and if a 
longitudinal band be seen, which must be un- 
covered by the peritoneum, there should be little 
or no difficulty in the operation. When, however , 
no bands can be seen, owing to the peritoneum 
covering them, the best distinction between large 
and small intestine is wanting. Therefore, know- 
ing that the small intestine is frequently exposed 
by opening the peritoneum unwittingly, I refuse 
to run the risk of opening the small intestine 
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under the false impression that the peritoneum 
has never been opened at all, and that I am deal- 
ing with the large intestine. Hence, in this con- 
dition, if after exposing a piece of intestine I fail 
to see a longitudinal band, I intentionally make a 
small incision into the parietal peritoneum, and 
convince myself, by searching for and finding a 
band, that I am actually engaged on the large 
intestine. The posterior part of the intestine is 
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Fig. 30. 

then drawn to the surface of the wound (the gut 
being pulled out as far as possible), and carefully 
stitched with interrupted sutures all round to 
the edge of the skin, the mucous lining not being 
perforated. 

The intestine may be left unopened for some 
hours, or, if necessary, be opened at once, pro- 
vided that it is carefully attached at every 
point to the surrounding edges of the skin- 
wound. 
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II. In Condition 2, as represented in Fig. 30, 
the colon is entirely surrounded by firmly ad- 
herent peritoneum, and has a comparatively short 
mesentery, so that it is absolutely impossible to 
reach it, or to see the longitudinal bands, with- 
out first opening the peritoneal cavity. 

In this condition the ascending and descending 
colons have a mesentery of varying length. 

According to Mr. Treves, it was in 26 out 
of 100 cases on the W^A^ side, and in 36 out 
of 100 on the left side. 

My own observations show 49 out of 60 
cases on the right side, and 50 out of 60 on 
the left side ; the percentage therefore being, 
8 If out of 100 cases on the right side, and 83^ 
out of 100 on the left side. 

In cases falling under this second head, the 
operator should at first seek for the gut about 
the sub-peritoneal tissue, under the assumption 
that it is in its supposedly normal position ; but 
should this search fail, all the loose pieces of fat 
must be sponged out of the wound. The peri- 
toneum, at the anterior angle of the wound, 
should be deliberately opened (and the edges 
clipped) just suflftciently to admit the index- 
finger. This finger I pass towards the vertebrae, 
and then sweep it over the front of the kidney 
and the quadratus lumborum. The gut, although 



it is in the position shown in Fig. 30, can be 
easily felt and hooked up, and the longitudinal 
bands be seen. I next open the peritoneum to 
the extent of the wound, and introduce a sponge, 
with string attached, to keep the intestine out of 
the way while the edges of the cut peritoneum 
are drawn up and sutured to the skin in the 
manner I adopt in inguinal colotomy. This en- 
tirely shuts off the cut abdominal muscles from 
the peritoneal cavity. Sometimes this stitching 



is not easy to do, either because of the depth of 
the wound, or from the firm adherence of the 
peritoneum to the abdominal wall. The rest of 
the operation is completed as in Condition 1. 
If the mesentery be long enough, a stitch may 
be passed through it, fixing it to the surface of 
the wound ; thus a good spur may be obtained. 

III. In Condition 3, as shown in Fig. 31, the 
state of things in Condition 2 is nmch intensified 
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and the mesentery is verj^ long ; thus the intes- 
tine, although it may rest in the loin, can so 
alter its position in the belly, that, when the 
operation is done on either side, it may lie on 
the side of the belly opposite to that in which 
the incision is made. This is the condition in 
which it has been said and supposed to be im- 
possible to find the colon from the lumbar 
region. 

If, after proceeding in the manner described 
under Conditions 1 and 2, I have failed to find 
the colon, I enlarge the external wound forwards 
and backwards sufficiently to admit the hand. I 
then open the peritoneum to a corresponding 
extent, and having well cleaned the hand, I 
introduce it into the abdomen. If it is the left 
colon that is to be operated on, I first pass the 
hand upwards towards the spleen and feel for 
the splenic flexure. Hereupon I draw the hand 
down the intestine until the piece opposite the 
wound is found and brought to the surface. 
Failing to find the intestine at its splenic bend, 
I pass the hand towards the rectum or across 
the abdomen (keeping the back of it in con- 
tact with the posterior aspect of the anterior 
abdominal wall) towards the hepatic flexure, and 
slip the hand along the large intestine and drav.r 
a piece to the surface. Of course I take care to 
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ascertain that this piece of intestine has the 
characteristic longitudinal bands. The presence 
of the appendices epiploicse may also show that 
the large intestine has been discovered, but they 
may be absent from the particular piece drawn 
out. By the use of this method I have never 
had any difficulty in finding the colon. 

When the large intestine has been found, I 
command it with forceps that will not perforate 
the gut, and introduce a sponge to keep out the 
small intestines, which may prolapse while the 
wound is treated as follows. 

At the anterior and posterior parts (if the 
incision is 6 inches long) 2 inches in front and 2 
behind should be dealt with as in an ordinary 
case of abdominal section, by passing the sutures 
through the skin and peritoneum, so as to bring 
the cut peritoneal edges into contact. But at 
the middle 2 inches of the wound, where the 
intestine is to be brought up to the surface, the 
peritoneum should be sutured to the skin as 
described under Condition 2, and the operation 
be completed in the same way. In this third 
condition a good spur can and should always be 
made, and when the gut is opened, its prominent 
edges ought to be cut away in the manner 
described in the chapter on inguinal colotomy. 

I must here mention that most of the details 
of these suggestions have been arrived at from 
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operations on the dead body ; for it has not yet 
been my fortune to come across cases in my 
own practice that required such treatment, 
although I have seen cases operated upon in 
which these methods would have been extrenielj^^ 
advantageous. 

When I first advocated the above lines of 
treatment, I expressed my surprise that in spite 
of the frequency of the operation of lumbar 
colotomy these details appeared to be so little 
known, or at any rate practised ; though I was 
inclined to believe that they must have occurred 
to, or been used by, some surgeons. Thus I was 
encouraged to break the silence on the way of 
finding or treating the large intestine from the 
loin. I am still confident that whenever I 
perform the lumbar operation I shall never have 
any fear of failing to find the colon. 

There are other difficulties which may be 
encountered in the operation, but they are of 
trifling importance when compared with those 
that arise from the movements and relations of 
the intestine to its coverings. 

An empty bowel is of course extremely diffi- 
cult to find if the peritoneum is not opened, but 
it is easily discovered by the method I have ex- 
plained. Unless that mode of dealing with the 
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gut is utilized, great trouble and unnecessary 
disturbance of the cellular tissue may result. 

Perhaps, after the tissue has been pulled about 
and bruised, the surgeon who is afraid to open 
the peritoneum may do so by accident and thus 
find the gut. By my plan he will certainly find 
it. Unless the peritoneum is opened, either 
knowingly or unintentionally, the operation might 
have to be abandoned. 

A very fat loin may be a source of trouble, 
and those surgeons, who still wish to avoid open- 
ing the peritoneum when it ought to be opened, 
may find it expedient to enlarge the incision 
considerably. This necessity of enlarging the 
external wound will be spared those who follow 
my plan, for as soon as the peritoneum is opened 
the gut is easily found, and can be treated in the 
way thought best. 

In these cases, not only the subcutaneous but 
the sub-peritoneal tissue may be greatly increased 
in amount ; thus, if the peritoneum be not opened 
there may have to be a difficult, tedious, pro- 
longed, and unnecessary search in this tissue for 
the posterior part of the gut, provided, that is to 
say, that the gut is in its place and uncovered by 
peritoneum. 

I have already discussed the question of the 
meso-colon and abnormalities of the colon. It is 
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possible that in rare instances the colon might 
be congenitally absent from the side operated 
upon ; then, if the peritoneum has been opened 
and a good search been made with the hand in 
the belly, and it is found impossible to drag down 
any other part of the colon and fix it to the loin, 
I should close the lumbar wound and perform a 
colotomy on the other side of the body. 

Left Lumbar Colotomy, 

Case I. — Mr. F., aged 45, a fat man, was admitted 
into St. Mark's, January 3rd, 1890, with the following 
history : That for about a year he had had great difficulty 
in getting the bowels to act, often having attacks of consti- 
pation of a week's duration, only relieved by strong purga- 
tives. He had never passed any blood or mucus. 

For the last six weeks the bowels had only acted 
slightly at intervals. The last week he had become greatly 
distended, and had had for the last few days a greac 
feeling of sickness. He had been examined by a medical 
man, but the nature of the trouble was not made out. He 
stated he had not lost flesh. 

When I saw him he was greatly distended, abdomen tym- 
panitic, and had a doughy feel, evidently full of faeces. His 
pulse was small and rapid. Aspect abdominal. On exami- 
nation of the rectum, it was ballooned, and on pressing deeply 
the hand into the buttocks I could just feel a hard mass at 
the commencement of the sigmoid flexure. It was far too 
high to be able to make it out definitely, but it was obvious 
that that was the seat of the growth, the cause of the ob- 
struction. 

The same day I decided to perform left lumbar colotomy. 
The patient took the anaesthetic very badly, so that I per- 
formed the operation as quickly as possible. I cut rapidly 
through the skin and muscles, and exposed the fat of the 
loin. The patient being very bad, it was not a case in 
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which much time was to be lost in hunting about in the fat 
for the large intestine. Accordingly, I at once opened the 
parietal peritoneum, passed my finger through the small 
opening into the abdominal cavity, hooked up the descending 
colon (which I immediately recognised by its longitudinal 
bands and appendices), and pulled it through the small 
opening in the peritoneum, which it completely plugged. 
The anaesthetic was then left off, and the patient recovered. 

I then began to take time, and very carefully sutured the 
gut to the skin at every possible point in the manner I have 
already described. By the time I had finished the patient 
had quite recovered from the anaBsthetic. The gut was 
then opened by a small cut at its posterior part, and a 
quantity of wind escaped, and in a few hours fsBces began to 
pass. 

In two days* time the opening in the gut was enlarged, 
and in a week's time all the sutures were removed. The 
patient made a rapid recovery, and left the hospital 

He lived rather more than ten months after the operation. 
Of course there was no spur ; but from the complete block 
in the rectum no faeces passed per anus. No post-mortem 
was made. 

Case II. — The Rev. S., aged 70. I first saw him in 
March, 1890, and found he had well-marked malignant 
disease of the rectum, of a hard variety ; not much pain, 
but he was greatly troubled with constant diarrhoea, but 
never got rid of any well-marked faeces, only passing faecal 
stained fluid with blood and much mucus. The opening 
in the cancer was very small, so that I could not pass my 
finger into it. 

With this condition and symptoms, I strongly advised 
inguinal colotomy. I heard no more of him until July, 1891, 
when I was sent for by his doctor. Dr. Gooding, and I heard 
the tale, that 9f course he had been frightened by my sug- 
gesting inguinal colotomy, and had at once consulted Count 
Mattel, who had treated him with globules, so-called anti- 
cancero, and lotions. 

About a week before I saw him the obstruction had 
become complete, and for the last three days he had 
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been in intense pain, abdomen enormously distended, and 
he had been frequently vomiting. The morning I saw him 
the vomit was fsBcal. 

When I saw him on July 13th he was almost pulseless, 
the abdomen distended and tender, cold hands and feet, 
face abdominal, and an intense aspect of agony ; tongue 
dry and dirty, and constant vomiting. I at once told his 
friends I was afraid I was too late, but would try. Accord- 
ingly, I performed left lumbar colotoray. He was very thin, 
so that through a 2-inch incision the muscles were rapidly 
divided, and the sub-peritoneal tissue reached. I looked for 
the gut, but not easily finding it, I opened the parietal peri- 
toneum just sufficiently to pass my finger in, and found the 
large intestine enormously distended, with a short mesentery. 
1 pulled the gut through the small opening in the peritoneum, 
which it completely blocked. Very carefully, in many places I 
stitched the gut to the skin wound all around, taking care in 
80 doing not to perforate the gut. When this was done, and 
every space blocked off, 1 opened the intestine, and instantly 
I was almost flooded with faeces. 

In a fortnight all the sutures had been removed, and the 
patient was quite well. 

About two months after the operation I saw him again. The 
lumbar opening had slightly contracted. This I enlarged 
by nicking the angles of the wound. As in most of these 
lumbar cases, there was no well-marked spur, so that some 
of the fsBces passed by the side, but some also passed into 
the rectum, and occasionally caused pain and distress. I 
directed him to syringe the rectum out daily, but still he 
was annoyed by motion passing to the rectum ; of course, 
all fear of obstruction was at an end on account of the open- 
ing in the loin. 

Case III. — Mrs. S. was admitted into the Great Northern 
Hospital in the following condition, viz., almost dead with 
obstruction of about six weeks' duration. Abdomen enor- 
mously distended, tender, and tympanitic. Aspect that of 
death, almost pulseless. Vomiting constantly, tongue dry and 
black. The growth was high up in the rectum, so that when 
under ether I could only just feel the commencement of a 

11 
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malignant stricture. It was one of the too late cases, and 
it was quite a question whether an operation should be at- 
tempted; but, as in all these cases I think it right to give the 
patient a chance, even if it be ever so small, I decided to do 
left lumbar colotomy. It was done in the usual way, the gut 
soon found, and, fortunately, in this case uncovered by 
peritoneum. During the stitching of it to the skin wound it 
burst, and a great quantity of faBces escaped. The patient 
was freely dosed with brandy, and put to bed, and appeared 
to revive a little ; certainly, the vomiting ceased, and the 
bowels acted most freely by the lumbar opening. However, on 
the next day she died. At the post-mortem it was found that 
the lumbar wound was secure, that is to say, the peritoneum 
was unopened; but about 4 inches above the lumbar wound 
the gut had given way on its peritoneal surface, and feeces 
had leaked into the peritoneal cavity. No doubt this had 
taken place from the over-distended and rotten condition of 
the gut, and very likely was caused by the slight dragging 
I had to employ to secure the gut to the lumbar wound. 

Had this patient been operated upon before the disten- 
sion had become so acute, and consequently the gut so 
rotten and friable, there is no reason why she should not 
have recovered, 

I have not so much to say on the after-results 
of lumbar colotomy as I had on the after-results 
of inguinal, for, from the reasons previously 
assigned in my discussion of the choice of 
the operation, I have not done nearly so many 
cases of the lumbar operation. The after-results, 
therefore, will be what I have seen happen in the 
cases of other surgeons, rather than my own 
personal experiences. 

Prolapse is a very important matter. A small 
prolapse of the mucous membrane alone is of 
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but trivial consequence, but what I refer to is a 
procidentia of the gut through the loin opening. 
I have frequently seen this condition. It may 
take place not only from the upper, but also 
from the lower portion of the gut, and even 
from both portions together (see Figs. 32 
and 33).* The upholders of the lumbar as 
against the inguinal operation, assert that this 



procidentia rarely occurs; but I have seen several 
cases of it {the figures are instances), and it 
is quite as common as after inguinal colotomy. 
Its occurrence, therefore, is as much a drawback 
to the lumbar mode, as it was to the inguinal 
method, till a supplementary operation was. 
devised. 
* These woodcuts have been copied from photographs of 
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Spur. — Another difiadvanttige of lumbar colo- 
tomy is the absence of a spur ; for as a rule it is 
difficult to pull the gut sufficiently well out of the 
wound to make a good spur, and, further, unless 
the mesentery is of a medium length or long, it is 
not easy to make use of the mesenteric stitch. 
Moreover, some surgeons, I fear, do not suffi- 
ciently appreciate the importance of the mesen- 




teric stitch, and do not trouble to make one, 
even when they can. As I have pointed out in 
a previous chapter, unless a spur is made, a 
fescal fistula is formed instead of an artificial 
anus. Consequently, in place of all the faeces 
passing by the loin, a certain amount passes 
beyond the opening to the rectum, and distresses 
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the patient greatly. The patient will possibly 
blame the surgeon for this result, for he may 
have been assured that after the operation no 
more motion would pass by the rectum. He 
will be miserably disappointed, then, if motion 
does pass beyond the lumbar opening, and by 
irritating the growth causes pain and bleeding, 
and, perhaps, even a continuance of the trouble- 
some diiarrhoea. If the operation has been done 
to relieve the above distresses, rather than any 
obstruction, such after-results from the neglect 
to make a spur will, I hold, render it a complete 
failure, and the patient may not unreasonably 
hold the same opinion. 

The anatomical arrangement of the colon, as 
compared with that of the sigmoid flexure, and 
the manner in which the operation is usually 
performed^ make it certain that the passage of 
faeces below the opening is a far more frequent 
cause of distress after lumbar than it is after 
inguinal colotomy. 

The above are more or less remote discomforts. 
I now turn to certain discomforts, or even 
calamities, that may occur within a short time of 
the operation. 

Cellulitis is a not at all uncommon consequence 
of lumbar colotomy, and is naturally most frequent 
when the gut has to be opened at once. There 
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are several obvious reasons for this : first of all, 
the depth of the tissue, and the looseness of the 
structures which have to be divided ; secondly, 
from its fixed nature, and from the depth of the 
wound, it is often impossible to fix the parietal 
peritoneum to the skin, and thus shut off the 
various planes of cellular tissue, as can be done in 
the inguinal operation. Consequently, as soon 
as faeces pass these planes, they become inflamed 
and suppuration sets in, frequently extending back- 
wards to the spine, and even at times burrowing 
amongst the abdominal muscles in front. 

I have seen a patient recover from , the 
immediate effects of the operation, but die in a 
week or two solely from this extensive, sloughing 
cellulitis. There is less chance of this happening 
if the gut is not pricked or opened, for, say, 
twelve hours or two or three days, for by that 
time the cellular planes are glued off by lymph, 
and such a calamity is then of rare occurrence. 

Peritonitis is another after-result. As far as 
I am aware, this never takes place unless the 
peritoneum has been opened, and faeces have been 
allowed to run into it. It is most usual when 
the surgeon has unwittingly opened the peri- 
toneum, stitching the gut to the skin in a rather 
careless manner, and then opening it, some of the 
faeces thus escaping into the abdominal cavity. 
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If the peritoneum is intentionally opened, the 
operator can take great care to close off the 
peritoneum when the gut comes through it, and 
further, can be especially attentive in sewing 
the gut thoroughly all round to the edges of the 
skin wound, so as to leave no space through 
which faeces can find their way into the belly. If 
this is done in the manner I have already 
described, there is very little risk of peritonitis, 
even if the gut has to be opened at once. 

Exhaustion, erysipelas, eczema, and so forth, 
may supervene on colotomy, as they may do on 
any other operation. 



Right Lumbar Colotomy. 

In the performance of right lumbar colotomy, 
exactly the same details must be pursued as in 
the left side. Precisely the same difficulties may 
be encountered, and the same after-results may 
happen. A repetition of them is, therefore, 
unnecessary. 

I maj^ remark that on the right side there is 
usually a fair-sized mesentery to the colon, so 
that it is even more necessary to be careful in 
operating, and to guard against any after-prolapse. 
It is not so imperative to make a good spur, for 
there is a considerable distance between the 
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opening and the rectum. Moreover, the growths 
or pressure upon the colon, whether transverse or 
left lumbar, are not in the same ulcerated, painful 
condition as they are in cases of rectal cancer. 
As a rule they are of a hard, slightly ulcerated, 
and very contracting variety, which leads rather 
to obstruction than to pain, bleeding, discharge, 
and so forth. 

Bight Lumbar Colotoiny. 

Case I. — J. H. A few years ago I went to Hastings with 
my father, to operate upon a patient, aged about 50, who gave 
the following history, viz., that for some years he had had re- 
peated attacks of constipation, often lasting for about a week, 
and only relieved by strong purgatives. About five weeks 
before we saw him he had one of these attacks, and had been 
treated with all kinds of purgatives, belladonna, etc., with- 
out effect, only a little wind passing at times, but no motion. 
The last week he had become very distended, and had 
suffered from general abdominal pains. He could not fix 
on any one point in particular. The last two days he had 
vomited several times, and was evidently very ill. He 
stated he had never passed any blood, nor had any slime 
ever come away wdth the motion. A rectal examination 
revealed nothing. The abdomen was generally distended 
and tympanitic, and examination revealed no hardness 
or growth. This being the case, we decided to do right 
lumbar colotomy. It was before the days of right inguinal 
colotomy, so it was determined to open the large intestine as 
high up as possible, so as to be sure of being above the 
cause of the obstruction, which from the history appeared to 
be in the large intestine. 

The patient being etherized and placed on the left side, an 
incision in the right loin was made in the same way d.s is 
done in the left lumbar operation. The muscle being divided, 
the cellular tissue was very carefully explored, but no gutf 
was found; this being the case, the incision was prolonged 
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forward in the hope that the gut might be more anterior 
than is usual. In hunting about at the anterior part of the 
incision, the peritoneum was unknowingly opened, and a 
piece of gut presenting was at first thought to be the 
large intestine, but on examination proved to be the small 
gat. A very careful search was then made in the abdominal 
cavity about the right loin, but every piece of gut drawn 
into the wound proved to be small gut. This was very dis- 
heartening, and the question was what to do; at last I 
decided to pass my hand into the abdominal cavity, in order 
to find the large gut. This I did, and on passing it straight 
across the abdominal cavity, felt what I thought to be the 
large intestine, and on pulling it from the opposite side of 
the abdomen, found to my delight that it was the large gut, 
and had evidently fallen over to the left side of the abdo- 
men, this being possible from the fact that it had a very 
long mesentery. The gut and the wound were then very 
carefully stitched up and the intestine opened, and fortu- 
nately, for the first few hours flatus alone escaped. The 
patient did very well ; all the sutures were removed in about 
a week's time, and he lived more than eight months, the 
bowels acting daily from the right lumbar opening. On his 
death a post-mortem was made, and a small annular malig- 
nant mass, completely blocking the gut, was found about 
the hepatic flexure. This was a most interesting, and at the 
same time trying, case. It set me thinking as to the causes 
of some surgeons failing to find the colon ; and from these 
thoughts, aided by many post-mortem examinations, I was 
led to arrive at a solution of these diflQculties, which was 
first published by me in the British Medical Journal, 1887. 

I have not performed any more than this one right lumbar 
colotomy, as right inguinal soon came into vogue, which I 
consider, from many points, superior to, and certainly easier 
than, the right lumbar operation. 



CHAPTER IX. 

TRANSVERSE COLOTOMY. 

In an earlier chapter I discussed the anatomy of 
the parts involved in this method of colotomy. 
It is not frequently performed, and I have met 
with only three cases of it — one in my own 
practice, one in Mr. W. H. Bennett's, and a 
third under the care of Mr. G. R. Turner, both 
of St. George's Hospital. 

I do the operation in the following manner : 
An incision is made through the skin, and the 
left rectus abdominis is exposed. I then separate 
its fibres with the fingers, and incise the pos- 
terior part of its sheath, formed by the divided 
tendon of the internal oblique muscle. That 
being done, the sub-serous areolar tissue is exposed, 
and the peritoneum picked up and divided. The 
parietal peritoneum is then stitched to the skin 
all round the wound, as in inguinal colotomy, 
and for the same reasons. In some cases the 
great omentum presents. This must be pushed 
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upwards towards the stomach, and the large 
intestine is then found, and recognised by its 
longitudinal bands. The intestine is next pulled 
forwards and fixed well outside the abdomen ; if 
a spur is required, the mesenteric stitch is used 
as in inguinal colotomy. The gut is then secured 
to the skin in several places by passing sutures 
through the peritoneal and muscular coats ; great 
care must be taken that the gut is not perforated 
anywhere, for, if it is, gas or faeces might escape 
at the prick-holes, and peritonitis might result. 

In my ca«e I used as an exploratory incision, 
in the first instance, the incision which is alwaj^s 
made above the umbilicus. It was, therefore, 
made large enough for the introduction of the 
hand into the abdomen, so as to discover where 
the obstruction was. When this has been ascer- 
tained, and a transverse colotomy has been decided 
upon, the wound must be closed with the exception 
of the upper 2 inches, the lower part being 
brought together as in an ordinary abdominal 
section. The upper 2 inches are treated as in 
inguinal colotomy, the parietal peritoneum being 
stitched to the skin, and through these upper 
2 inches the transverse colon is brought and fixed 
into that space. Unless the case is a very urgent 
one, it is wiser not to open the gut until about 
two days after it has been fixed up, for by that 
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time all communication of the wound with the 
peritoneal cavity is completely glued off bj^ 
lymph. The gut is opened by scissors in a 
vertical direction. Some days or a week later, if 
the proceeding is deemed necessary, any excessive 
portions of the walls of the gut may be removed 
on a level with the skin. 

I have not yet become acquainted with any 
difficulties in the operation. I imagine that there 
might be some little trouble in finding the colon, 
though I cannot understand how that could very 
well be. 

In this operation, as I said with regard to the 
right lumbar and the right inguinal modes, there 
is not much necessity to make a very perfect 
spur, except in cases in which the large intestine 
communicates with some viscus, such as the 
bladder. Then, indeed, a spur is most necessary 
to prevent any faeces passing beyond the trans- 
verse colotomy opening into the lower part of the 
gut, and thus through the fistula, say, into the 
bladder. Were this to happen, the purpose of 
the operation would be entirely defeated. 

Prolapse might happen, but I have not yet 
seen it, and I do not think it would be so likely 
to occur as in other places, for the transverse 
colon is in a way fixed at its hepatic and splenic 
flexures, and would thus tend greatly to prevent 
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any prolapse of the gut through the transverse 
opening. 

The complications I have alluded to in my 
description of the other colotomies might arise 
with the transverse oj)eration too. I need not 
repeat them, but a due recollection of them will 
enable operators to be on their guard. 

Case I. — Keziah J., aged 40, admitted under my care 
into the Great Northern Hospital, 8th July, 1891. Gave 
the following history, viz. : That for the last year she had 
had great trouble in getting the bowels to act, often being 
constipated for ten days together, and at times suffering 
great colicky pains ; had never passed any blood or slime. 
The present attack commenced about four days before 
admission, when she was taken ill with pains in the right 
side of the abdomen and sickness. She continued to get 
about, but the pain became very severe, was griping in 
character, and became general, starting from one side 
of the abdomen, and traversing it to the other side. The 
sickness became frequent. Bowels could not be moved, 
nor was there any wind passed, and the abdomen began 
to swell gradually. She was seen by a doctor, who ordered 
aperients, but the only result was to increase the pain 
and give no relief, and the vomiting became more frequent, 
and was of a greenish hue, but not offensive. On admis- 
sion she appeared an emaciated delicate woman ; expression 
showed she was in great pain, tongue moist and coated, pulse 
small. Was lying in bed on her back, with legs extended. 
Said the pain was chiefly on the right side of the abdomen, 
but she was generally painful all over the belly. Abdomen 
was distended, but appeared to bulge more on the right 
than on the left side. Palpation was not attended with 
much pain, but was difl&cult, owing to the tenseness. 
There was no lump to be made out. Nothing was to b^ 
felt by the rectum, and it was not ballooned. 

On admission, an enema was given of giii. of olive-oil, and 
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returned only just coloured by faeces, and then enema with 
the long tube was given, but returned in 20 minutes 
unaltered. 

The next day, July 9th : The patient was relieved of 
her pain by opiates, vomited three times, had passed no 
flatus, and to-day could be seen distinctly a great deal of 
peristalsis of the small intestines. There appeared to be 
some flattening of the left hypochondriac region, as if the 
descending colon was not distended. At 3 p.m. on that 
day I was sent for, and from the above symptoms and 
examination, decided to do a median abdominal exploration 
above the umbilicus, as there was no certainty as to where 
the obstruction was, except that it was somewhere in the 
larger intestine, or at the ileo-ccecal valve. An incision about 
3 inches long was made, SfUd afterwards enlarged downwards 
for about 5 inches. On opening the abdominal cavity, quite 
a pint of serous fluid escaped. Intestines did not seem very 
distended. The hand was introduced into the abdomen, and 
passed towards the rectum, and traced up along the sigmoid 
gut, which was collapsed, and so the descending colon 
reached, when there could be felt a hard annular ring, all 
the gut below it being collapsed, the intestine above it being 
distended. This mass flrmly flxed the gut to the loin, so 
that there was no chance of bringing the nodule to the 
surface to see it, but feeling was enough. There was the 
stricture, and evidently malignant in nature. I then passed 
my hand along the transverse and ascending colon, to 
make sure there was no other stricture, but these portions 
of gut were well distended. I thereupon decided to do a 
transverse colotomy, as the growth was just over the seat, 
and rather higher than the gut could be opened from the 
left loin. Accordingly, the transverse gut was brought up 
into the wound, and held there while the lower part of the 
exploratory opening was closed, as in an ordinary abdominal 
section. In the upper 2 inches of the wound the parietal 
peritoneum was sewn to the skin, as I have already described, 
the transverse gut being flxed there by sutures passing 
through its muscular and serous coats only in several 
places. Antiseptic dressings were applied. The patient 
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stood the operation very well. The next day, yiz., 10th 
July, she slept well, but at times complained of wind 
in the abdomen ; was not at all sick. Temperature normal, 
pulse 100. Only had a little milk and brandy. In the 
afternoon the wound was exposed, and the gut opened with 
scissors, a very small hole being made, and a quantity of 
wind at once escaped, and some fluid faeces. Before the 
gut was opened, the lower part of the wound, viz., the 
abdominal incision, was covered with wool soaked with 
collodion, so as to protect it. The patient was very much 
relieved, and slept well after. 

11th July : Temp, normal, pulse 90. Tongue moist, and 
she began to take food well. The belly was soft, but 
slightly tender on the left side. Some clips had been 
applied to the cut on the gut when the fseces had ceased 
coming, so as to prevent the lower wound being fouled. 
These on this day were removed, and a very free liquid 
motion and flatus passed, irrigation at the time of evacua- 
tion being freely employed. After the faeces had ceased 
running, the wound in the transverse gut was enlarged. 

14th July : Pulse 96, temp, normal. Patient said she 
felt very well. No pain, only slight tenderness in the left 
side of the abdomen ; no sickness. Liquid faeces escaped in 
large quantities from the opening. Took food well. She re- 
mained in a comfortable state, and at first appeared to put on 
flesh, but then began to rapidly waste, and a note on 16th of 
August was as follows : Patient wasting gradually. Chief 
trouble in the constant liquid action of faeces from the 
transverse opening. The opening had completely healed^ 
and admitted the little flnger into the gut. The patient^ 
feeling well, was allowed to get out of bed for a few houra 
in the day. She took very little solid food. Had no pain& 
in the abdomen. Temp, normal. Drugs did not control 
the liquid condition of the faeces. The abdomen waa 
becoming markedly emaciated ; no tenderness or pain even 
on deep palpation. No evidence of ascites. Since the 
operation nothing had passed per anum. 

1st September: Patient very weak, greatly emaciated, 
tongue clean. Took very little nourishment. Liquid faecea 
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constantly escaped. No lumps to be made out in the 
abdomen ; no evidence of any peritonitis. 

9th September : Patient weaker, and sickness set in, so 
that she was unable to retain any nourishment. No tender- 
ness or distension of abdomen. Bowels from opening acting 
freely. Temp, normal ; that evening she died. 

At the post-mortem was found a scirrhus-like mass in the 
■descending colon, completely blocking the gut, and, to our 
surprise, in the left iliac fossa was a sponge, covered in 
lymph. 

No evidence of any peritonitis about the abdomen. 

The great interest in this case is the fact that with a 
transverse colotomy she lived from July 9 th to September 
•9th— two months — and at the same time lived for that period 
with a sponge in her abdomen, and that that sponge in no 
way caused her death, and the only symptom she com- 
plained of was a little pain in the left iliac fossa for the first 
two days after the operation. It is needless to say after 
•every abdominal operation I always have the sponges 
-counted, and generally even count them myself. On this 
occasion I did not, but distinctly remember asking if they 
were right, and on this occasion must have mistaken the 
reply the nurse gave me ; and so a sponge was left in the 
abdomen for two months, and did not in any way cause the 
patient's death, as the above notes will show. 

Case II. — A. B., aged 26, was admitted into St. George's 
Hospital, August 1st, 1891, under the care of Mr. W. H. 
Bennett, who has kindly allowed me to publish the notes. 
Her history was that some years back she had great pain in 
the left side of the abdomen ; a swelling formed, which 
burst, and discharged a quantity of pus. Soon the left 
thigh began to contract, and when admitted into St. 
George's was at a right angle with the pelvis. At the same 
time, she had a large sinus about the left anterior inferior 
spine of the ilium, from which exuded a quantity of pus, 
and at times faeces and flatus. By the rectum nothing 
abnormal was to be made out. There was no disease of the 
spine or sacro-iliac joints. Under ether the leg was straight- 
•ened, and extension applied, and in a short time the leg 
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nearly regained its straight position. When the girl 
improved in health, Mr. Bennett thoroughly explored the 
sinus, and laid it open freely, hoping hy so doing it might 
have a chance of contracting up ; and so it did to a great 
extent, but not entirely. On two occasions there was 
severe hsBmorrhage from the sinus, which was arrested by 
pressure. Accordingly, in order to prevent this haemorrhage, 
which was evidently caused by fseces passing into an abscess 
cavity, Mr. Bennett decided to do a transverse colotomy, 
choosing this rather than inguinal or lumbar ; 1st, because 
inguinal was quite out of the question, as the sinus was 
only about an inch below the position of an inguinal 
opening ; and 2nd, in preference to lumbar, because of the 
difficulty of making a good spur in that position, and also 
on account of the probability of extension of inflammation 
to the gut in the lumbar region. Therefore, transverse 
colotomy was done, the abdomen opened above the umbi- 
licus, the parietal peritoneum sewn to the skin, a stitch 
passed through the transverse mesentery, so as to make a 
good spur, and in many places the gut secured to the skin 
edge by sutures passed only through the muscular and 
serous coat. The patient did well, and in a few days the 
gut was opened, and the edges removed on a level with the 
skin ; there was a good spur, and double-barrelled opening. 
From that date faeces passed only by the transverse opening, 
none by the rectum. 

After the colotomy the patient improved, and left the 
hospital very much relieved, and probably cured later on by 
the fact of having colotomy done, which prevented any 
possibility of the abscess (evidently connected with the 
colon) being irritated by the constant passage of faeces 
into it. 

Case III. — Amelia C, aged 24, was admitted into the St. 
George's Hospital, 1890, under the care of Mr. G. E. Turner, 
who has kindly allowed me to publish the case. The 
history is as follows, viz. : A year before, after the birth 
of a child, she began to have pain in the lower part of 
the abdomen, and in a little while she passed motions by 
the vagina, an abscess having previously burst and dis- 
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charged by the vagina. On examination, the uterus was 
found fixed slightly to the left of the pelvis, and a mass was 
discovered behind that organ, and extended across the brim 
of the pelvis. In August 1890, after considerable bladder 
pain and trouble, it was noticed, that motion also passed by 
the bladder, and that when Gondy's fluid was injected into 
the rectum, some of it passed by the bladder. On exami- 
nation of the rectum, nothing abnormal was to be made 
put. A consultation was held, and it was decided that an 
inguinal colotomy should be done, so as to cut off any possi- 
bility of faeces passing into the bladder, and so get it to 
heal, or, at all events, to relieve the severe pains. In 
August, Mr. Turner commenced the operation of left 
inguioal colotomy, but on coming down on the sigmoid 
flexure, found it so matted to the pelvis and small intestines 
that it was impossible to bring it to the surface ; he therefore 
closed the abdominal wound. This soon healed, and she 
went to the country. In October she was admitted again into 
St. George's, as she was still troubled with the bladder, the 
urine being very foul, and motion mixed with it, and she had 
frequent attacks of great abdominal pain. The bladder was 
washed out daily. In December, 1890, another consultation 
was held, and it was advised that left lumbar colotomy should 
be done ; and, on January 1st, 1891, Mr. Turner operated, 
and kindly asked me to assist him. The left loin was cut 
into, and a hunt made to find the colon without opening the 
peritoneum. This was impossible. Accordingly, the peri- 
toneum was opened, and then the descending colon at once 
felt and seen, and was found to be thickened and inflamed, 
and was with great dilKculty brought to the surface and fixed 
there. In four days' time the gut was opened, and later on, 
faeces passed. The lumbar wound healed up soundly, but 
at a later date it was found that there was no spur, nor was 
it possible 'at the operation to make one, on account of the 
indurated and bound-down condition of the gut. So, 
although most of the faeces passed by the loin, still, 
whenever they were liquid or semi-solid, a great deal passed 
to the rectum, some passing into the bladder and some 
per anum. The patient was somewhat relieved, but at times 
was greatly distressed by some of the motions getting into 
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the bladder, causing pain and irritability of that organ. 
On June 2nd, 1891, Mr. Turner had another consultation, 
and at it suggested doing a transverse colotomy, which 
was the first time I had ever heard of such a procedure. 
This was agreed to by his colleagues, and carried out 
on 18th June. An incision about 4 inches was made in 
the linea alba above the umbilicus ; the peritoneum, 
being opened, was sutured to the edges of the skin. 
The transverse colon was easily found, and was quite 
healthy. It was pulled into the wound, and fixed there by 
a suture passed through the mesentery, and additional 
sutures around the gut, fixing it to the skin. By the 
mesenteric stitch a good spur was obtained. The gut was 
just snipped to let out wind, as the patient complained of 
distension. A few days later, Mr. Turner freely opened the 
gut, and removed some of the walls. There was a good 
spur. From that date faeces only passed by the transverse 
opening. Occasionally a little pus passed by the lumbar 
orifice, which was now only a sinus, having so greatly con- 
tracted. The girl greatly improved, and lost her pain for a 
time, but on and off she had great pain in the lower part of 
the abdomen. On October 7th, although the faeces all 
passed by the transverse colotomy, it was noticed that some 
of the urine passed by the lumbar opening, showing that 
there was still a communication with the colon and bladder. 
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CHAPTER X. 

AFTER-TREATMENT OF CASES. 

This chapter will contain a detailed and careful 
description of my mode of after-treatment, i.e.^ 
what I do after the operations are completed. 
With all the forms of colotomy, namely, left 
inguinal, left lumbar, transverse, right lumbar, 
and right inguinal, the treatment is alike, and^ 
allow^ance being made for the different circum- 
stances, what is said of one applies to all. 

As soon as the operation is completed the 
patient is put back to bed, lying on the back, 
with the head low and a pillow placed under the 
knees. This position is the best in all the modes 
of colotomy, even when the gut has had to be 
opened at once. My patients are allowed no 
opium at all, unless it becomes absolutely neces- 
sary ; the conditions for this necessity are 
very great pain, any restlessness, or severe 
purging. As a matter of fact, opium is rarely 
required. 
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For the first twenty-four hours little food is 
given, a small quantity of Brand's essence or of 
soda and milk being the best. The patient may 
sometimes obtain great relief by being allowed to 
wash out the mouth with a little weak tea. 

Ice I have never given, for it only fills the 
stomach with cold water and tends also to in- 
crease the thirst. If, as rarely happens, the 
patient becomes faint, brandy and water may be 
given. 

When patients are visited the last thing in the 
evening, there are many points to be noticed, 
attention to which may greatly relieve them and 
ensure them a good night's rest. 

Pain in the back is frequently complained of; 
this may be assuaged by patients being allowed 
to turn on to the side. If the colotomy has 
been left inguinal or left lumbar, they may be 
turned on to the right side ; if right inguinal or 
right lumbar, on to the left side. I have the 
following reasons for not allowing them to be 
placed on the side on which the colotomy has 
been performed. The intestines or omentum 
may fall against the opening, and may, if the 
stitching has not been very close, find their wa}^ 
out between the wound and the stitched-up gut. 
I have known this to happen. Again, a wound 
which has only recently been glued by lymph 
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may be broken open by this pressure of the 
intestines upon it. 

If there is any stuflSness in the chest, as is 
common with old people, I have patients propped 
up in bed at once, so as to relieve their lungs. 
In this way I have several times probably pre- 
vented attacks of bronchitis from coming on. 

If there is much distension fi-om wind, and 
consequent distress, or even tympanitis, I loosen 
the bandages ; if this does not give relief, the 
dressing may be removed, and a small puncture 
with a lancet made in the gut so as to allow of 
the exit of flatus. 

After these operations urine can usually be 
passed, and a catheter is rarely needed. Still 
the point is an important one, and should always 
be inquired into. 

If the pain be severe and of gi-iping character, 
or if the patient be restless, I then order opium, 
usually in the form of liq. opii sedativus, twenty 
minims every four hours. I prefer this to mor- 
phia, for it acts directly on the intestines and is 
more effectual in diminishing peristalsis. 

The above are the points to be attended to on 
the night of the operation. 

The next day, if the patients are comfortable, 
they are left alone, the dressings not being dis- 
turbed. A little more soda and milk is now 
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given, and they can be permitted to take beef- 
tea ; but a spare and liquid diet is still main- 
tained. 

The second day after the operation the dress- 
ings are removed and the gut is opened. The 
gut will then be found to be covered with lymph, 
which, if green protective has not been used, 
will have grown into the gauze dressings, and 
will render them hard to remove. 

As soon as the dressings are off, the gut is 
secured with a pair of toothed forceps, and is 
snipped into with scissors. When a hole is 
made, the scissors are introduced into the gut, 
which is freely opened for, say, 1^ inches ; any 
small vessels that bleed are clipped and left on, 
or may be secured by ligatures. As a rule, they 
are small and soon cease bleeding. There is 
generally a good deal of oozing, not from any 
definite vessels, but from many small points of the 
cut bowel. As a practical point, I have noticed 
that the more the clots are wiped away, the 
more the surfaces oo?e ; now, therefore, I let the 
blood clot, and never attempt to wipe or wash it 
away. A little dry absorbent wool is then ap- 
j)lied to the wound, and the whole is covered by 
some dry gauze. When this has been done, 
patients can be fed more freely, a commencement 
being made with a fish diet. 
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It is easy enough to open the gut as above 
described when it has been drawn out to make a 
good spur, or when the supplementary operation 
has been performed. But when there has been 
no attempt at a spur, or there has been no possi- 
bility of obtaining one, it may be somewhat 
difficult to find the bowel, which is smothered in 
lymph and does not protrude beyond the level of 
the skin. I myself have never experienced any 
trouble 'in this respect. I usually open this 
kind of case by inserting a sharp knife down- 
wards in the centre of the wound into the gut ; 
and as soon as wind escapes, I know that the 
bowel is opened. The enlarging of the puncture 
is best made with scissors. Those who have 
found any difficulty in opening the gut should 
put in one guide-stitch at the operation, leaving 
the ends free ; this will afterwards enable them 
to tell where the gut is to be incised. 

The day after the gut has been opened, I 
begin to make the bowels act, usually giving 
half an ounce of castor-oil or a good dose of com- 
pound liquorice powder. If, as is sometimes the 
case, this fails to open the bowels, I examine the 
colotomy orifice with the finger, to discover 
whether there is any impaction or hard piece 
of faeces that blocks the way. If there is, I 
break it up with the finger, and administer 
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through the opening a good injection of about 
4 oz. of olive-oil, and repeat this, if necessary, 
in about six hours' time. When the bowels 
begin to act, the wound is dressed with wool 
soaked in carbolic lotion, or in any other anti- 
septic that is preferred — sanitas, perchloride, 
etc. 

When the bowels have once begun to act, 
they should be kept carefully opened daily by 
means of the laxative that suits the patient best. 
If one day is missed, the colotomy orifice should 
be examined with the finger, to see if there is 
any impaction ; if any is found, it must be treated 
as I have just described. This examination should 
always be made, for in these cases there are fre- 
quently hard faecal masses which have accumu- 
lated for weeks, or perhaps months. They are 
moved on by the purgative, but they do not dis- 
solve readily. Hence they may require to be 
broken up before they can be passed by the 
colotomy opening. 

About the end of the first week, when the 
bowels have been well emptied, the overhanging 
pieces of gut may be removed ; i.e., when a 
knuckle of gut has been pulled out to make a 
good spur, any excess of gut may be cut away. 
These overhanging edges are removed with 
scissors about one-eighth of an inch from the 
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skin-edge. Whatever vessels bleed are picked up ; 
sometimes as many as six require securing, some- 
times none at all. The clips may be left on for 
a few hours, or the vessels may be tied, just as 
the operator pleases. No anaesthetic is required. 
I have already explained how my earliest cases 
showed that no pain whatever was caused by 
opening the gut or by cutting away its walls. 

I now come to the treatment of the gut when 
the supplementary operation has been performed ; 
that is to say, when from 6 to 12 inches of gut 
have been pulled out of the abdomen and fixed 
outside the belly- wall. Here, again, as after the 
simple inguinal operation, on the second day the 
bowel is just opened and the patient is purged. 
In a w^eek or so, the time varying according to 
the condition of the patient, the gut has to be 
removed. An anaesthetic is then necessary, for 
interference with the mesentery causes pain. 
When the patient is thoroughly under the in- 
fluence of the anaesthetic, I take my spiked 
clamp (see Fig. 20, p. 72) and undo it ; that is to 
say, unscrew one bar from the other. I then 
place one bar on one side of the gut close to the 
skin, and the other on the other side. I now 
insert the screws and screw the two bars firmly 
together — in fact, as tightly as I can. Then, 
with scissors, I cut away the gut above the 
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clamp, keeping about one-eighth of an inch from it. 
As I divide the intestine I screw up the clamp 
tighter and tighter, so as to prevent the stump 
slipping through it. This tightening is con- 
tinued until the mass of gut has been removed. 
Dry wool is then applied on the clamp and 
stump. 

If the patient has pain when he recovers from 
the ether, morphia or opium is given. In twenty- 
four hours' time the clamp is very gradually 
slackened, and if any bleeding points are ob- 
served they are clipped and ligatured, and the 
clamp is screwed up again and left for another 
six hours. After that time I have never found 
any bleeding. I then very carefully slacken and 
remove the clamp, being cautious not to disturb 
the stump, which is then dusted with iodoform. 
Do not give a purgative till the next day, when 
the bowels commence acting as usual. If these 
most important details are attended to, no ill 
results will occur. 

The sutures which were respectively used to 
fix the bowel to the skin and the parietal peri- 
toneum to the skin are removed when they 
appear to irritate. Some sutures never do so, and 
may be left alone till they become exposed ; they 
are then removed. 

Soon after the walls of the gut have been 
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removed, or the supplementary operation been 
completed, the patient may be allowed to get 
up and lie upon a sofa, having the colotomy 
opening dressed with some simple ointment, and 
supported by a pad of wool. 

If the inguinal opening is looked at after 
the operation has been completed, there will be 
seen to be two openings resembling the orifices 
of a double-barrelled gun, with a complete spur 
dividing them. Occasionally there is a little 
tendency to contraction, but this is rare in my 
cases, because the gut has been well fixed up and 
united to the skin-edge ; in fact, it does not 
retract as in Mr. Cripps's mode of operating. 
Any tendency to contraction can be easily kept 
in check by the daily passage of the finger into 
the upper opening ; it should never be passed 
into the lower opening, for that may be allowed 
to contract as much as possible, since it is no 
longer needed as a vent for faeces. 

Rectal irritation after the operation may be 
due to some of the old faeces being lodged in the 
lower bowel. These may be got rid of and relief 
obtained by gently sj^ringing with Condy and 
water into the lower orifice towards the rectum, 
and then from the rectum through the lower 
orifice. Thus any retained faecal matter will be 
washed away, and all sources of irritation be 
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removed. In a very short time the lower 
portion of the gut, from having no faeces passing 
through it, will contract, and become merely a 
narrow passive tube. 

In about a fortnight the patient may take a 
drive, and at the end of three weeks may go 
about as usual, wearing either a special truss I 
have had made for these cases, or an ordinary 
abdominal bandage. The patient's own comfort 
must decide which is to be used. 

The question now arises, How are the bowels 
to be managed afterwards, when they want to 
act ? The patient can generally tell when, and 
with a little practice the morning can be made 
the regular time. A kidney -shaped bowl is 
placed under the opening, and into this the faeces 
pass. When the bowels have emptied them- 
selves, the part is gently sponged, and as a rule 
the matter is over for the rest of the day. 

Diarrhoea may give trouble, but this may be 
prevented by a little care in diet, and by an 
avoidance of anything of a purging nature. 
Other remedies are the use of quinine and iron, 
and the taking of two or three lozenges of 
ipecacuanha and morphia, or even a little opium. 
After left lumbar or left inguinal colotomy, 
the motions are generally quite solid. This 
state is far more difficult to procure after trans- 
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verse, right lumbar, or right inguinal colo- 
tomy ; for by these operations most of the large 
intestine is cut off from action, and thus the 
faeces come almost direct from the small intes- 
tine to the colotomy opening, and are usually 
liquid or only semi-solid. For this reason these 
three higher operations are generally more dis- 
tressing than those on the left side, which give 
little inconvenience. Many of my patients, who 
are busily employed (and some of them married), 
have far more power and much less discomfort 
than they had before colotomy ; for before the 
operation they used to be constantly annoyed by 
the diarrhoea which followed upon the ulceration 
and stricture, or cancer. In those states, as we 
know, the bowels act involuntarily and frequently, 
for my patients had been afraid to take drugs to 
bring on constipation, for fear of consequent ob- 
struction and pain. 
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A FEW REMAINING POINTS. 



I HAVE a few additional remarks to make with 
regard to the various modes of colotomy. 

Vomiting after these operations is extremely 
rare; this is quite contrary to what was expected 
to result from a piece of gut being fixed and 
exposed in a skin wound. It was thought that 
symptoms of strangulation would be marked, but 
such is by no means the case. Nor, as a rule, is 
there any vomiting when the clamp is applied in 
the supplementary operation, in spite of the gut 
being not only severely pinched, but also abso- 
lutely constricted for some hours. I have 
employed the clamp only in left inguinal 
colotomy, where the temporary strangulation is 
very near the rectum ; thus I cannot say what 
the effects would be in a right lumbar operation, 
which is much closer to the small intestine. 
Still, I am of opinion that there w^ould not be 
troublesome vomiting, fur the clamp is not left 
on for any great length of time. 
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In these operations there is practically no high 
temperature, more particularly in the inguinal 
modes, where no planes of cellular tissue are left 
open and allow absorption of foetid materials. For 
the first few days there may be the ordinary 
traumatic chart, i.e., temperature may rise to 
between 99° and 100° ; but there is never any 
further rise unless there is one of the severe 
complications mentioned in an earlier chapter. 
In none of my cases has excess of temperature 
ever given me any trouble. 

As I have previously said, usually speaking, 
left inguinal is the best of all the modes of per- 
forming colotomy. The tactics used by the 
advocates of lumbar colotomy oblige me to dwell 
once more on my preference for. the left inguinal 
mode. Many surgeons who restrict themselves 
to lumbar colotomy have published numerous 
cases, and have never admitted that there were 
any drawbacks in their operations, though from 
my own cases, and others which have come under 
my notice, the many disadvantages of the lumbar 
mode are obvious. Still, they have been alto- 
gether ignored by performers of lumbar colotomy 
alone. The statistics compiled and the records 
published in such a manner can be of little or no 
value. I myself have freely admitted whatever 
drawbacks I have, observed in any other of the 
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modes of colotomy. Left inguinal colotomy is 
frequently alleged to show a considerable propor- 
tion of fatalities. Now, out of my sixty cases I 
have lost only two patients who died from the 
effects of the operation. If patients live for 
fourteen days after left inguinal colotomy, they 
may be surmised to have recovered from the 
operation itself. 

Besides the reasons already assigned, there 
are other points which lead me to prefer the 
inguinal to the lumbar method. 

In the former the position for operation is 
undoubtedly better, both for the patient and for 
the surgeon. In the lumbar position the intestine 
has a tendency to fall away from the loin, and 
this is sure to happen if there is a well-marked 
mesentery, thus adding to the difficulty of finding 
the gut, and necessitating a larger incision, the 
introduction of the hand into the wound, and, 
therefore, considerable disturbance of the cellular 
tissue about the loin. But, in inguinal colotomy, 
owing to the position of the patient, the sigmoid 
flexure will not fall away from the opening, in 
spite of its having a decided meso-colon. 

Some say that the sigmoid flexure is more 
movable, and has a better-formed mesentery than 
the colon, and is therefore more difficult to find. 
That is not so. We know that in inguinal 
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colotomy the peritoneal cavity is opened intention- 
ally, and, as I have before said, my incision, 
1 inch internal to the anterior superior spine, is 
much higher than is usual, and was chosen out of 
the many others because it is near the juncture of 
the sigmoid flexure and the colon, a point from 
which the abdomen can be best explored. Some 
years ago, kindly assisted by Dr. Sisley and Dr. 
Des Voeux, I examined, at St. George's Hospital, 
more than 500 post-mortem cases. We found 
that the rectum was situated on the right side of 
the pelvis in only two cases, and in both these the 
sigmoid, at its junction with the colon, was found 
in its normal place. 

Again, the peritoneal cavity being open, from 
the incision I use, the following jDoints in the 
abdominal cavity can be felt : if the finger is 
passed upwards, the last two ribs, the crest of the 
ilium, and the lower part of the kidney ; if down- 
wards, towards the true pelvis, the first part of the 
rectum. Exploring towards the middle line, the 
last three lumbar vertebrae and aorta can be easily 
distinguished. I have never had any difficulty in 
finding the sigmoid, by tracing it down from the 
colon or up from the rectum, even if it had a 
long mesentery. 

The objection has been urged that, in inguinal 
colotomy, the opening in the gut is not high 
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enough or far enough from the diseased part. 
This depends on the operator, for I have fre- 
quently tested it on the dead subject by first 
performing inguinal colotomy, and then, before 
fixing the sigmoid colon, passing it through 
my fingers, so as to reach the highest point 
that could be drawn into the wound and opened. 
I next turned the subject on to the right side, per- 
formed left lumbar colotomy, and stitched the gut 
to the loin ; I then opened the abdomen, and 
measured the piece of gut between the two fixed 
points, with the result that, in the majority of 
cases, there were only 4 inches of intestine 
between the two openings. 

I have already stated that I do not deny the 
peculiar advantages of lumbar colotomy in certain 
conditions for which it is best fitted. It should 
be done when the growth is too high to allow of 
the inguinal method, or when the patient has 
been left too long, and has become so distended 
that the gut has to be opened at once. In such 
cases the lumbar mode may be advantageous, 
for it may then be possible to open the gut on its 
non-peritoneal surface. However, my former 
discussion of the matter will have shown that 
this possibility is rarely even a probability. 

I am now becoming disposed to think that, if 
the growth is too high in the bowel to admit of 

13—2 
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left inguinal colotomy, a transverse colotomy 
might be the best to perform. There may- 
then be the possibility of making a good spur ; 
the opening is more under the patient's control, 
and there is less likelihood of prolapse. The 
arguments used in the comparison of the left 
inguinal and lumbar modes apply when we 
consider these operations on the right side, when 
the disease is about the hepatic flexure. The 
easier management of the artificial anus by the 
patient, and the less likelihood of prolapse, give 
the preference to the right inguinal over the 
right lumbar mode. 

I may here briefly mention that the following 
operation may be with advantage borne in mind : 

If the stricture be near the caecum, and the 
lower part of the large intestine be healthy, then 
if the patient is seen early — before the distension 
is great or the large intestine is too full — I am 
not at all certain whether it would not be better 
to unite with Senn's plates the part of the gut 
on the proximal side of the stricture to some 
part of the gut beyond ; that is to say, on the 
distal side of the stricture. For instance, should 
the stricture be at the hepatic flexure, it might 
be well to unite the transverse colon with the 
ascending colon by means of Senn's plates, even 
though it might be necessary to divide some of 
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the transverse mesentery in order to bring the 
transverse colon towards the ascending colon. 
Or, again, the transverse colon might be divided 
about 2 inches on the distal side of the growth, 
and its rectal end be implanted into the ascending 
colon on the proximal side of the growth, seated 
at the hepatic flexure of the colon. 

Plainly, all such proceedings are out of the 
question if the patient is greatly distended, or if 
the colon is a mass of stricture, with or without 
ulceration, say from the hepatic flexure down to 
the rectum. 

Nevertheless, I have made these rough sug- 
gestions, for I think that they should, if possible, 
be tried instead of colotomy, when the growth 
causing the stricture is limited, and especially 
when it is of an innocent nature. Of course, if 
it is possible to remove the strictured portion, 
that should be done. 

In my introductory chapter I stated what this 
work would be — a study of my experiences in 
the practice of the various methods of colotomy, 
and a setting forth of the many important de- 
tails I have learnt in the management of such 
cases. 

All my endeavours have been directed to- 
wards improvement in these operations, so that 
a successful issue may be arrived at in each par- 
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ticular instance, and that • the patient's comfort 
and future welfare may be considered without 
any dogmatic adherence to preconceived notions 
as to the presumably orthodox procedure. I 
have pointed out the advantages of each method, 
and I have not attempted to slur over drawbacks 
when I am conscious that they exist. I have 
explained the reasons which first led me to adopt 
the inguinal instead of the lumbar mode ; there 
has been no attempt to hide the imperfections of 
some of my earliest cases. I have freely dis- 
cussed the supplementary method and the various 
modifications that seemed to be requisite. The 
cases in which inguinal colotomy is not desirable 
have been narrated ; reasons have been assigned 
for the non-performance of the supplementary 
method under certain conditions. The best occa- 
sions for the employment of the left lumbar 
operation have been mentioned ; the less com- 
mon colotomies on the right side have been dis- 
cussed, and the advantages of the use of the 
transverse method have been expounded. 

It will thus be seen that I have striven to 
treat the subject of colotomy in a thoroughly 
impartial way, devoid of all bias, and actuated 
only by a desire to relieve in the best manner 
possible the various conditions of cancer, ulcera- 
tion and stricture of the large intestine. I have 
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learnt by mj^ own experience. My labours will 
not have been in vain if some of the details I 
have employed, and the suggestions I have made, 
should prove to be of some little use to others. 



THE END. 
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IN 
MEDICINE, SURGERY, SCIENCE AND ART, 

PUBLISHED BY 

BAILLIERE, TINDALL, & COX. 



Abdominal Surgery. Oolotomy, Inguinal, Lumbar or Transverse ; 
for Cancer, or Stricture with Ulceration of the large Intestine. 
By Herbert W. Allingham, F.R.C.S., Surgeon to the Great 
Northern Hospital, Assistant Surgeon to St. Mark's Hospital 
for Diseases of the Rectum, Surgical Registrar to St. George's 
Hospital. With six plates and numerous illustrations. Price 6s. 

Abdominal Surgery. The Surgical Diseases and Injuries of the 
Stomach and Intestines. By F. Bowreman Jessktt, F.R.C.S. 
Eng., Surgeon to the Cancer Hospital. Copiously illustrated. 
Price 7s. 6d. 

Africa. A Contribution to the Medical History of our West 
African Campaigns. By Surgeon-Major Albert A. Gore, M.D., 
Sanitary Officer on the Staff. Price 10s. 6d. 

Africa. Life on the Gold Coast. A Description of the Inhabitants, 
their Modes and Habits of Life ; Hints to Travellers and others 
ill Western Africa. By Surgeon-General Gordon, M.D., C.B., 
Hon. Physician to the Queen. Price 2s. 6d. 

Alcohol, in some Clinical Aspects : A Remedy, a Poison. By 
Godwin Timms, M.D., M.R.C.P. Lond., Senior Physician to 
the North London Consumption Hospital. Price Is. 

Alcoholism and its Treatment. By John E. Usher, M.D., 

r.R.G.S. Price Ss. 6d. 

" Will be found Interesting and suggestive."— 2%« Times. 

« A very full account of the methods of treating the disease of inebriety is contained in this 
interesting vrox'k.."— British Medical Journai. 

Ambulance Work. Questions and Answers on ** First Aid to the 
Injured." By John W. Martin, M.D., and John Martin, 
F.R.C.S. Twentieth thousand. Price Is. net. 

Anaesthetics. The Dangers of Chloroform and the Safety and 
Efficiency of Ether in Surgical Operations. By John Morgan, 
M.D., F.R.C.S. Second thousand, price 2s. 
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Anaesthetics. Selected Methods in the Administration of Nitrous 
Oxide and Ether. By Frederic Hewitt, M.A., M.D. Cantab., 
Lecturer on Anaesthetics at the London Hospital. Price 2s. 6d. 

Anaesthetics : Ancient and Modern. Their Physiological Action, 
Therapeutic Use, and Mode of Action. By George Foy, 
F.RC.S., Surgeon to the Richmond Hospital. Price 3s. 6d. net. 

Anatomography ; or, Graphic Anatomy. A new method of 
grasping and committing to memory the most difficult points 
required of the student. By W. Darling, M.D., F.R.C.S. Eng., 
Professor of -^natomy in the University of New York. Price Is. 

Anatomy. Aids to Anatomy. By George Brown, M.RC.S., Gold 
Medallist, Charing Gross Hosp. Price Is. 6d. cloth. Is. sewn. 

Anatomy. Text-Book of Naked-Eye Anatomy. With 113 Steel 
Plates, designed under the direction of Professor Masse. Text by 
Jas. Cantlie, M.B., C.M. (Honours), F.RC.S., Charing Cross 
Hospital Third edition. Plain^ 25s., coloured, 50s., half calf. 

Anatomy. The Essentials of Anatomy. A Text-book for Students 
and a book of easy reference to the Practitioner. By W. 
Darling, M.D., F.R.C.S., and A. L. Ranney, M.D. 12s. 6d. 

Anatomy. The Pocket Gray, or Anatomist's Vade-Mecum. Com- 
piled from the works of Gray, Ellis, Holden, and Leonard. 
By E. Cotterell, L.RC.P., M.R.C.S. Enlarged edition, 3s. 6d. 

" A marvellouB amoiint of information condenBed into a remarkably smaU space." —Mtd, Preu. 

Anatomy. The Pocket Anatomist. By H. Leonard, M.D. 

Enlarged Edition, illustrated. Price 3s. 6d. 

Anatomy. Schematic Anatomy ; or Diagrams, Tables and Notes 
treating of the Association and Systematic arrangement of 
Structural Details of Human Anatomy. By William P. 
Mears, M.B., Professor and Examiner in Anatomy at the 
University of Durham. Profusely illustrated. Price 7s. 6d. 

Anatomy. Anatomy of the Child. With 14 coloured plates and 
33 woodcuts. By Johnson Symington, M.D., F.RS.E., 
F.RC.S. E., Lecturer on Anatomy, Edinburgh. Price 42s. 

Anatomy of the Ingfuinal and Femoral Regions in Relation 

to Hernia. By E. Ledwich, Lecturer on Anatomy in the 
Ledwich School of Medicine, Dublin. Price 3s. 
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Anatomy. Human Anatomy and Physiolo^, illustrated by a 

series of Movable Atlases of the Human ISody, showing the 
relative positions of the several parts^ by means of Superposed 
Coloured Plates, from the designs of Prof. G. J. Witkowski, 
M.D. Each part complete in itself. 

Part I. — Neck and Trunk. With Text Descriptive and Ex- 
planatory of the physiology and functions of the several parts. 
By Robert Hunter Semple, M.D., F.RC.P. Lend. Price 7s. 6d. 

The same enlarged to Life Size. Price X2 2s. 

Part II. — Throat and Tongue, showing the Mechanism of 
Voice, Speech, and Taste. Text by Lennox Browne, F.R.C.S. 
Ed. Price Ts. 6d. 

Part III. — The Female Organs of Generation and Reproduc- 
tion. Text by James Palfrey, M.D., M.R.C.P. Lond., late 
Senior Obstetric Physician, London Hospital. Price 7s. 6<i. 

Part IV. — The Eye and the Apparatus of Vision. Text by 
Henry Power, F.R.C.S., Senior Ophthalmic Surgeon to St. 
Bartholomew's Hospital. Price 7s. 6d. 

Part V. — The Ear and Teeth. The Mechanism of Hearing, 
and of Mastication. Text of the Ear by Lennox Browne, 
F.R.C.S.E. The Teeth by H. Sewill, M.RC.S. Price 7s. 6d. 

Part VI. — The Brain and Skull. (Cerebrum, Cerebellum, 
and Medulla Oblongata.) Text by T. Stretch Dowse, M.D., 
F.R.C.P. Ed. Price 7s. 6d. 

Part VII. — The Male Organs of Generation. Text by D. 
Campbell Black, M.D., Physician to the Glasgow Royal 
Infirmary. Price 78. 6d. 

Part VIII. — The Skeleton and its Articulations, showin^j the 
Bones and Ligaments of the Human Body and Limbs. Text 
by A. T. Norton, F.RC.S. Price 7s. 6d. 

Part IX. — The Hand; its Bones, Muscles and Attachments. 
Text by Jas. Cantlie, M.B., F.RC.S. Price 78. 6d. 

Part X. — The Foot; its Bones, Muscles and Attachments. 
Text by Stanley Boyd, M.B., B.S. Lond., F.R.C.S., Assistant 
Surgeon, Charing Cross Hospital. Price 7s. 6d. 

Part XI. — Progress of Gestation. A Synopsis of Practical 

Obstetrics. Text by R. MiLNE MURRAY, F.R.C.P. Edin., M.B. 

Edin. Price 7s. 6d. 
The Set of Eleven Parts, complete in cloth-covered Box, with loch and key^ £4 net, 
*^* No such simple, reliable, and comprehensive method of learning the 
several parts, positions, and functions of the body has hitherto been attempted; 
the entire Series being unique, "will be most valuable to the Teacher, the 
Student, and to all who wish to become acquainted with the anatomy and 
physiology of the human economy. 
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Apoplexy. On Stertor, Apoplexy, and the Management of the 
Apoplectic State. By Robert L. Bowles, M.D., F.RC.P. 
Lond., Consulting Physician to the Victoria Hospital, and to 
the St, Andrew's Convalescent Hospital, Folkestone. With 13 
Illustrations. Price 4s. 6d. 

" The information Is both practical and useful, and based on extensive clinical and expert, 
mental investigation. The principles advocated by the author deserve to be more widely 
known and acted on than they are at present." — British Medical Journal. 

" The author has produced a book which is at present the only authority on the subject." — 
Mediaxl Press. , 

Apoplexy. Diagnosis and Treatment of Apoplexy. By T. Stretch 
Dowse, M.D., F.R.C.P.E., formerly Medical Superintendent, 
Central London Sick Asylum. Price Is. 

Army Hygiene. Lessons in Military Hygiene and Surgery. By 
Surgeon General Gordon, M.D., C.B., Hon. Physician to H.M. 
the Queen. Illustrated, Price 10s. 6d. 

Artistic Anatomy. Anatomy of the External Forms of Man, for 
the use of Artists, Sculptors, etc. By Dr. J. Fau. Used at the 
Government School of Art, South Kensington. Twenty-nine 
plates. Folio. New edition. 30s. coloured, 16s. plain. 

Artistic Anatomy. Elementary Anatomical StudieR of the Bones 
and Muscles, for Students and Schools, from the drawings, of 
J. Flaxman, R.A. Lately used as a Text-book in the Art 
Schools at South Kensington. 20 plates, with Text, price 2s. 

Artistic Anatomy. The Student's Manual of Artistic Anatomy. 
With 25 etched plates of the bones and surface muscles of 
the human figure. By W. J. Muckley. Used at the Govern- 
ment School, South Kensington. Second edition. Price 5s. 6d. 

Artistic Anatomy. Elementary Artistic Anatomy of the Human 
Body. From the French of Dr. Fau. With English Text. Used 
at the Government School of Art, South Kensington. Price 5s. 

Artistic Anatomy. Description of the Bones and Muscles that 
influence the External Form of Man. With 43 -plates. By 
John C. L. Sparkes, Principal of the National Art Training 
School, South Kensington. Adopted as a text-book at the 
Government Art Schools. Price 7s. 6d. 

Artistic Drawing. Second Grade Perspective (Theory and Prac- 
tice), containing 21 block illustrations, 20 plates, and many 
examination exercises. Used at the Government Science and 
Art Schools. By H. J. Dennis, Art Master, Lambeth School of 
Art, Dulwich College, etc. Price 2s. 6d. 
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Artistic Drawing. Third Grade Perspective, for the use of Art 
Students. By H. J. Dennis. Used at the Science and Art 
Schools. In two parts, 7s. 6d. each. Part 1, Angular and Oblique 
Perspective. Part 2, Shadows and Eeflections ; or, half-bound 
leather in one vol., price 15s. 

Artistic Drawing. The Prototype of Man, giving the natural laws 
of Human proportion in both sexes. A manual for artists and 
professors of drawing! By Chas. Kochet, of Paris. Price Is. 

Artists' Colours. Their Preparation, Uses, etc. (See Colours.) 

Artistic Drawing. A Manual of the Proportions of the Human 
Body for Artists. By Bertram C. A. Windle, M.A., M.D., 
D.Sc, Queen's Professor of Anatomy in the Mason College, 
Professor of Anatomy to the Boyal College of Artists, and 
Lecturer in the Municipal School of Birmingham. Price 2s. 

Asthma. On Bronchial Asthma — its Causes, Pathology and Treat- 
ment Lettsomian Lectures. By J. C. Thorowgood, M.D., 
F.R.C.P. London, Senior Physician to the City of London 
Hospital for Diseases of the Chest. Third edition. Price 3s. 

Astronomy. The Stars and the Earth ; or, Thoughts on Time, 
Space, and Eternity. With Notes by R. A. Proctor, B.A., 
Fourteenth thousand. Price Is. 

Ataxia. Nervous Affections associated with the Initial or Curative 
Stage of Locomotor Ataxy. By T. Stretch Dowse, M.D., 
F RC.P.E. Second Edition. Price 2s. 

Aural Diseases. (See Ear.) 

Bacteriology. Eesearches in Micro-Organisms, including recent 
Experiments in the Destruction of Microbes in Infectious Diseases, 
etc. By A. B. Griffiths, Ph.D., F.C.S., F.R.S.E. With 52 
Illustrations. Price 68. 

"An enormous amount of material, the author has taken great trouble to collect a large 
number of the references bearing on the points he mentions." — Lancet. 

" The work . . . may be recommended to those who wish to have in a convenient form 
a very lai^ number of facts and references relating to bacteria."— ^rituA Medical Journal. 

Bacteriology. The Germ Theories of Infectious Diseases. By 
John Drysdale, M.D., F.R.M.S., President of the Liverpool 
Microscopical Society. Price Is. 

Bacteriology A Parasitic or Germ Theory of Disease: the 
Skin, Eye, and other affections. By Jabez Hogg, M.R.C.S., 
Consulting Surgeon to the Royal Westminster Ophthalmic 
Hospital. Second edition, price 2s. 6d. 

Bacteriology. Guide to the Demonstration of Bacteria in the Tissues. 
By Dr. H. Kohne, of Wiesbaden. Translated and Edited by 
Vincent Dormer Harris, M.D. Lond., F.R.C.P., Demonstrator 
of Physiology at St. Bartholomew's Hospital. Price 2a, 6d. 
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Bacteriology. Microbes ia Fermentation, Putrefaction, and 
Disease. By Charles Cameron, M.D., LL.D. M.P. Price Is. 

Professor Tyndall, F.R.S., writes : " Matthew Arnold himself could not find fault with its 
lucidity, while as regards knowledge and grasp of the subject I have rarely m^t its equaL" 

Bandaging. A Manual for Self-instruction. By C, H. Leonard, 
A.M., M.D., Professor of Diseases of Women in the State College, 
Michigan. With 139 illustrations. Price 3s. 6d. 

Bladder. On Diseases of the Bladder, Prostate Gland, and Urethra. 
By F. J. Gant, F.R.C.S., Senior Surgeon to the Royal Free 
Hospital. Fifth Edition. Price 12s. 6d. 

Botany. A Dictionary of British Plants and Flowers ; their names, 
pronunciation, origin, etc. By H. P. Fitzgerald. Price 2s. 6d. 

Botany. Aids to Botany. Outlines of the Elementary Facts, includ-r 
ing a Description of some of the most important Natural Orders. 
By C. E. Armand Semple, B.A., M.B. Cantab., M.RC.P. 
Lond. Price 2s. 6d. cloth; 2s. paper wrapper. 

Botany. The Student's Botany. Encyclopaedic Glossary. ByE. 
MacDowel dosGRAVE, M.D., Lecturer on Botany, Carmichael 
College. Price 2s. 6d. 

Brain. The Building of a Brain. By E. H. Clarke, M.D. (author 
of " Sex in Education "). Price 5s. 

" Carefully and elegantly written, and full of sound physiology." — Lancet. 

Brain. On Irritable Brain in Children. By W. H. Day, M.D., 

M.R.C.P. Lond., Physician to the Samaritan Hospital for Women 
and Children. Price Is. 6d. 

Brain. The Physiological and Chemical Constitution of the Brain, 
based throughout on original researches. By J. L. W. Thudi- 
CHUM, M.D., F.RC.P. Lond. Price 10s. 6d. 

Brain. Syphilis of the Brain and Spinal Cord, showing the part 
which this agent plays in the production of Paralysis, Epilepsy, 
Insanity, Headache, Neuralgia, Hysteria, and other Mental 
and Nervous Derangements. By T. Stretch Dowse, M.D., 
F.R.C.P. Ed. Second edition, illustrated. Price 5s. 

Brain. On Brain and Nerve Exhaustion (Neurasthenia), and on 
the Exhaustions of Influenza. By the same Author. Price 2s. 6d. 

Bronchitis. Chronic Bronchitis : its Forms and Treatment. By J. 
MiLNER FoTHERGiLL, M.D. Ed., M.R.C.P. Lond. Second 
• Edition. Price 4s. 6d. 

" It bristles with yaluable hints for treatment."— ^rt'tu A Medical Journal. 
" The pages teem with suggestions of y&Lne."— Philadelphia Medical Times. 
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BtmnalL Oar Trip to Burmah, with Notes on the Ethnology, 
Geography, Botany, Habits and Customs of that Country, by 
Surgeon-General Gordon, C.B., M.D., Physician to the Queen. 
Illustrated with numerous Photographs, Maps, Coloured Plates, 
and Sketches in gold by native Artists. Price 2 Is. 

" We lay down this book, impress^ with its many beauties, its amusing sketchea and 
anecdotes, and its useful and instructive information."— TAe Times. 

Cancer and its Complications. The Local Origin of Cancer from 
the Various Parts of the Body, Preventive and Curative Treat- 
ment, etc. By C. E. Jennings, F.R.C.S. Eng., M.S., M.B. 3s. 6d. 

Cancer of the Mouth, Tongue and (Esophagus. By F. Bowre- 

MAN Jessett, F.R. C.S. Eng., Surgeon to the Cancer Hospital. 6s. 

Case Books. A Pocket Case-hook for Practitioners and Students. 
With diagrams, charts, and suggestions for note-taking. By 
Alex. Theodore Brand, M.D., CM. Bound in limp leather 
cover. Price 4s. Loose sheets per doz. Is., 50 '3s. 6d. 100 6s. 

Case Taking. Cardiac Outlines for Clinical Clerks and Practitioners; 
and First Principles in the Physical Examination of the Heart 
for the Beginner. By W. Ewart, M.D., F.R.C.P. Lond., 
Physician to St. George's Hospital, London. With fifty illus- 
trations. Intended as a Pocket Companion at the Bedside. 
The outlines are designed to illustrate the methods and the 
results of the physical examination of the heart in health and 
in disease, and to assist the student in recording his clinical 
observations Price 5s. 6cl. 

*^^* A supply of thoracic and cardiac outlines (4 J by 3| inches), on 
gummed paper, will be included in each copy. 

Case Taking. Symptoms and Physical Signs, a formulary for 
medical note-taking, with examples. By the same Author. Price 2s. 

Oase Books. Student's Case-book. For recording cases as seen, 
with full instructions for methodizing clinical study. By George 
Brown, M.RC.S., Gold Medallist, Charing Cross Hospital. 
Fourth thousand, cloth. Price Is. net 

Case-book. Suggestions for a plan of taking notes in medical cases. 
By Geo. F. Duffey, M.D. Dublin. Price 6d. 

Chemistry. Aids to Chemistry. By C. E. Armand Semple, B. A., 
M.B. Cantab., M.E.C.P. Lond. 

Part I. — Inorganic. The Non-metallic Elements. Price 2s. 6d. 

cloth ; 2s. paper wrapper. 
Part II. — Inorganic. The Metals. Price 28. 6d. cloth ; 2s. paper. 
Part III. — Organic. Cloth, 2s. 6d. ; paper, 2s. 
Part IV. — Tablets of Chemical Analysis. Price Is. 6d. and Is. * 

"Students preparing for Matriculation at the London University, and other ExaminatlonB, 
will find it simply invaluable." —Students' Journal. 
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Ohemistry. A Manual of Chemistry ; a complete guide to Lectures 
and Laboratory work for beginners in Chemistry, and a text- 
book for students in Medicine and Pharmacy. By W. Simon, 
Ph.D., M.D. Coloured plates, 56 Chemical reactions. 15s. 

Chemistry. Dictionary of the Active Principles of Plants : Alka- 
loids, Bitter Principles, Glucosides, with tabular summary and 
classification of Reactions. By Charles E. Sohn, F.LC, F.C.S. 

[In the Press, 

Chemistry. Plant Analysis, Quantitative and Qualitative. By G. 
Dragendorff, Professor of Chemistry and Pharmacy in the 
University of Dorpat. Price 7s. 6d. 

Chemistry. The Principles of Theoretical Chemistry, with special 
reference to the Constitution of Chemical Compounds. By Ira 
Remsen, M.D., Ph.D., Professor of Chemistry in the John 
Hopkins University. 4th Edit., enlarged and revised. 7s. 6d. 

Chemistry. The Student's Hand-book, with Tables and Chemical 
Calculationa By H. Leicester Greville, F.LC, F.C.S. 
Second Edition. Price 6s. 

Chemistry. Chemical Notes for Pharmaceutical Students. By 
A. Rivers Willson. Second Edition. Price 3s. 6d. 

" Of exceeding value to students going up for examiiftttion."— PAarmoceuttcal Journal. 

Chemistry. A Short Manual of Analytical Chemistry for Labora- 
tory Use. By John Muter, Ph.D., M.A., F.C.S. Second 
Edition. Price 6s. 6d. 

Children. The Diseases of Children : their History, Causes and 
Treatment. By C. E. Armand Semple, B.A., M.B. Cantab., 
M.R.C.P. Lond. Price 6s. 

Children. Confidential Chats with Mothers on the healthy rearing 
of Children. By Mrs. Bowdich. Price 2s. 

Children. On Tetany in Young Children. By J. Abercrombie, 
M.D., M.R.C.P. Lond. Price 2s. 

China. Reports of the Medical Officers of the Chinese Imperial 
Maritime Customs Service, from 1871 to 1882, with the History 
of Medicine in China. Compiled' by Surgeon- General Gordon, 
M.D., C.B., Physician to Her Majesty the Queen. Price 21s. 

Cholera: How to Prevent and Resist it. By Professor voN Petten- 
kofer and T. Whiteside Hime, A.B., M.B. Second edition. 
Illustrated. Price 3s. 6d. 

Cholera. The Cholera Microbe and How to Meet It. Read at 
the Congress of the British Medical Association. By Charles 
Cameron, M.D., LL.D., M.P. Price Is. 
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Climatology. Ventnor and the Undercliff. By J. M. Williamson, 
M.D., M.B. Ed., Hon. Surgeon to the National Hospital for Con- 
sumption. Second edition, price Is. 

Olimatology. The Demography of South Australia. By Thos. 
BoRTHWiCK, M.D. Ed., Medical Oflficer of Health for South 
Australian District. With three plates. Price 28. 6d. 

Climatology. The Book of Climates in all Lands. A Handbook 
for Travellers, Invalids, and others in search of Health and 
Recreation. By D. H. Cullimore, M.D., M.RC.P. Lond., 
Surgeon in H.M. Indian Army (retired). With a chapter on 
the Climate of Africa as it affects Europeans by Surgeon Parke, 
D.C.L. Second edition, cloth limp. Price 4s. 6d. 

" A very useful book." — The Oraphie. 

" There Is much which entitles it to a large circulation." — Westminster JReview. 

"A work of supreme interest to the travdler in search of health." — Freeman's Journal. 

Ooca. The Coca of Peru, its Remedial Principles, and Healing 
Powers. By J. L. W. Thudichum, M.D., r.RC.P. Price Is. 

Oolours. A Hand-book for Painters and Art Students, on the use 
of Colours, Vehicles, etc. By W. J. Muckley. Price 3s. 6d. 

Oonsumption. Consumption as a Contagious Disease ; the Merits 
of the Air of Mountains and Plains. By D. H. Cullimore, 
M.D., M.KC.P. Lond.; formerly H.M. Indian Army. Price 5s. 

Oonsumption. Consumption and its Treatment by the Hypophos- 
phites. By John C. Thorowgood, M.D., F.R.C.P. Lond., 
, Physician to the City of London Hospital for Diseases of the 
Chest, Victoria Park. Third edition, price 2s. 6d. 

Oonsumption. A Re-investigation of its Causes. By C. W. De 
Lacy Evans, M.R.C.S. Eng. Price 2s. 6d. 

Consumption. How to Prevent and Treat Consumption. By G. 
Rutland Howat, B.A. Lond. Price 2s. 6d. 

Consumption. An Essay on Consumption : Its True Nature and 
Successful Treatment. By Godwin W. Timms, MD. Lond. 
Second edition, revised and enlarged, price 10s. 6d. 

Consumption. Tuberculosis from a Sanitary and Pathological 
Point of View. By G. Fleming, C.B., F.R.C.V.S., President of 
the Royal College of Veterinary Surgeons. Price Is. 

Consumption. The Pathology of Tuberculosis (Pulmonary Tuber- 
culosis and Tubercular Phthisis). A course of Past Graduate 
Lectures delivered at Queen's Hospital, Birmingham, 1891. By 
Geo. F. Crooke, M.D., Physician and Pathologist to Queen s 
Hospital, and Lecturer on Pathology in Queen's College. 
Price 2s. 6d 
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Deafiiess. (See Ear.) 

Deaf-mutism. On the Education of Deaf-mutes by Lip-Eeading 
and Articulation. By Professor Hartmann. Translated by 
Dr. Patterson Cassells. Price 7s. 6d. 

"The instruction of deaf-mutes is here rendered easy." — Athenaum. 

" We can honestly recommend it to anyone seeking for knowledge." — The Lancet. 

Deformities. The Nature and Treatment of Deformities of the 
Human Body. By Lambert H. Ormsby, M.B. Dub., Surgeon 
to the Meath Hospital and Dublin Infirmary. Price 5s. 

Dental Surgery. A Manual of Dental Surgery : Including Special 
Anatomy and Pathology. For Students and Practitioners. 
By Henry Sewill, M.R.C.S., L.D.S. Eng. Third edition, 
with upwards of 200 illustrations, chiefly original. Price 10s. 6d. 

Dental. Dental Caries and the Prevention of Dental Caries. By 
Henry Sewill, M.R.C.S. and L.D.S. Eng. Second edition. 
Price 2s. 6d. 

DentaL Aids to Dental Surgery. By Arthur S. Underwood, 
M.RC.S., L.D.S. Eng. Price 2s. 6d. cloth; 2s. paper. 

Dental. Aids to Dental Histology. By the same Author. Illus- 
trated. Price 2s. 6d. cloth ; 2s. paper wrapper. 1892. 

Dental. Journal of the British Dental Association. Monthly, 
price 6d. 

Dental. Manual for the Dental Laboratory. A Practical Ouide 
to its Management, Economy, and Methods of Manipulation. 
By Charles Hunter, Author of " A Treatise on Mechanical 
Dentistry." Price 5s. 

Dermatology. (See Skin.) 

Dermoids. A Course of Lectures delivered at the Boyal College of 
Surgeons, England, 1889, on "Evolution in Pathology." By 
J. Bland Sutton, F.R.C.S., Hunterian Professor, Royal College 
of Surgeons. Price 3s., profusely illustrated. 

"We commend the study of this book to aU interested in the elucidation of pathological 
problems." — The Lancet. 

Diagnosis. The Physiological Factor in Diagnosis. By J. Milner 
FOTHERGILL, M.D., M.R.C.P. Lond. Second edition. Price 
7s. 6d. 

" An exceedingly dever and well-written book, put together in a very plain, practical, and 
taking way." — Bdinbvkrgh Medical Jowmal. 
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Diagnosis, Aids to. Three Parts. Price Is. and Is. 6d. each. 

Part L — Seineiological. By J. Milner Fothergill, M.D. 
Part II.— Physical. By J. C. Thorowgood, M.D., F.R.O.P. 
Part III. — ^What to Ask the Patient. By J. Milner 
Fothergill, M.D. 

" A mine of valuable information."— JSiinMtr^A Medieai Journal. 

New edition. Containing the three parts. Edited by Dr. 
Thorowgood. In one volume. Price 3s. 6d. cloth. 

Diphtheria. Diphtheria, its Causes, Pathology, Diagnosis, and 
Treatment. By R. Hunter Semple, M.D., F.R.C.P. Lond. 
Second edition. Price 2s. 6d. 

Diseases. The Classification and Nomenclature of Diseases. By A. 
Rabagliati, M.A., M.D., Senior Surgeon Bradford Infirmary, 
Surgeon to the Children's Hospital. Price 2s. 6d. 

Domestic Medicine. Handbook of Popular Medicine for family 
instruction, colonists and others out of reach of medical aid. 
By Gt. H. Napheys, A.M.^ M.D. With movable plate and 
100 illustrations. Price 7s. 6d. 

Diet. How to Prolong Life. Showing the Diet and Agents best 
adapted for a lengthened prolongation of existence. By C. W. 
De Lacy Evans, M.R.C.S. Second edition. Price 5s. 

(See also Food.) 

Diseases of Women. (See Gynaecology.) 

Dyspepsia. (See Indigestion.) 

Ear. Diseases of the Ear. By George P. Field, M.R.C.S., Aural 
Surgeon to St. Mary's Hospital, and Lecturer on Aural Surgery. 
Fourth edition, enlarged, rewritten and brought up to date, with 
22 coloured plates and numerous woodcuts. Price 12s. 6d. 

Ear. On Unrecognised Lesions of the Labyrinth. Being the 
Cavendish Lecture for 1890. By Alex Ogston, M.D., CM., 
Regius Professor of Surgery in the University of Aberdeen. 
Illustrated. Price Is. 

Ear. On Vascular Deafness. By Robert J. Cooper, M.D., 
Trinity College, Dublin. Price 3a 6d. 

Ear. Otorrhoea ; or, Discharge from the Ears : Causes and Treat- 
ment. By W. Douglas Hemming, F.R.C.S. Ed. Price Is. 

Ear. Subjective Noises in the Head and Ears. Their Etiology, 
Diagnosis and Treatment. By H. Macnaughton Jones, M.D., 
F.R.C.S. I. and E., Fellow of the Medical, Obstetrical, Gynaeco- 
logical and Ophthalmological Societies of London. Profusely 
illustrated, price 4s. 6d. 
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Ear. The Hygiene of the Ear. By Cavaliere Vincenzo Cozzo- 
LiNO, Professor in the Royal University of Naples, and Director 
of the Hospital Clinic for Diseases of the Ear, Nose, and Throat. 
Translated from the fifth Italian edition by James Erskine, 
M.A., M.B. Price Is. 

Ear. Practitioner's Hand Book of Diseases of the Ear and Naso- 
pharynx. By Dr. H. Macnaughton Jones and Mr. W. E. H. 
Stewart, F.R.C.S.E. Fourth edition, with plates and numer- 
ous woodcuts. Price 10s. 6d. 

Ear. Text-book of Diseases of the Ear and Adjacent Organs. By 
Professor Politzer, of Vienna. Translated from the third 
German edition by Sir Wm. Dalby, B.A., M.B., F.R.C.S. 

[In Preparation. 

Ear. The Anatomical and Histological Dissection of the Human 
Ear, in its Normal and Diseased Conditions. By Professor 
Politzer of Vienna. Translated at the author's request by 
George Stone, F.R.C.P. Ed. Profusely illustrated. 10s. 6d. 

Electricity. A Manual of Practical Medical Electricity. By Dawson 
Turner, B.A., M.D., F.RC.P, Ed., M.R.G.P. Lond. Profusely 
Illustrated. Price la, 6d. 

In this work an endeavour has been made to place before the student and practitioner 
a trustworthy modem account of and guide in the practice oi medical and surgical elec- 
tricity, in a manner as free as possible from unnecessary theory and technicality. 

It is hoped that the practitioner, with this book at his elbow, wiU be enabled not only to 
select the apparatus best suited for his purpose, but also to understand, manage and 
apply it in a rational, as opposed to a purely mechanical or empirical, manner. ■ 

The work has been di'^ded into two parts: the first treats of electro-physics, and 
includes an account of static, galvanic and Faradic electricity, the secondary cell, and the 
current from a dynamo. The second part of electro-diagnosis, electro-surgery and electro- 
therapeutics. The book does not presuppose previous electrical studies. 

Electricity. Electricity in General Practice. By W. Bolton 
ToMSON, M.D. Price 2s. 6d. 

Etiquette. A few Rules of Medical Etiquette. By a L.E.C.P. 
Lond. Price Is. 

Examinations. Aids to Examinations. By W.D. Hemming, F.R.C.S. 
Ed., and H. Aubrey Husband, M.B., F.RC.S. Being Questions 
and Answers on Materia Medica, Medicine, Midwifery, Pathology, 
and Forensic Medicine. Price Is. 6d. cloth. Is. paper. 

Examinations. A Guide to the Examinations of the conjoint Board 
in England and for the Fellowship of the College of Surgeons, 
with Examination Papers. By F. J. Gant, F.RC.S. Sixth 
edition, revised and enlarged. Price 5s. net. 

Examinations. A Guide to the Examinations of the Apothecaries' 
Society of London with Questions, Tables on Materia Medica, etc. 
By W. E. Dawson, L.S.A. Second edition" Price 2s. 6d. 

" May be studied with great advantage by a student, shortly before presenting himself for 
examination."— ^ri<MA Medical Journal. 
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Examinatioxis. Examination Questions on the Medical Sciences, 
including the Army, Navy and University Examinations. 
Selected and arranged by James Greig Leask, M.B. Abdn. 
Second edition. Price 2s. 6d. 

""Dr. Leask's questions are particularly suitable for pure examination study. Students 
should test themselves thereby. —J^ritu^i Medical Journal. 

Examinations. Practical Pharmacy for Medical Students; specially 
adapted for the Examination in Practical Pharmacy of the 
Conjoint Board. By A. Campbell Stark, Demonstrator on 
Materia Medica and Pharmacy at St. George's Hospital. 

Examination Cards : Questions and Answers. By A. T. SCHO- 
FIELD, M.D. Pathology, 2 sets, 9d. each, net. Minor Surgery, 
Bandaging, etc., 9d., net. 

Eye. Aids to Ophthalmic Medicine and Surgery. By J. Hutchin- 
son, jun., F.R.C.S., Ophthalmic Surgeon to the Great Northern 
Hospital. Cloth, 2s. 6d. ; paper, 2s. 

Bye. Ophthalmic Notes. A Pocket Guide to the Nature and Treat- 
ment of Common Aflfections of the Eye. By A. Vernon Ford, 
M.R.C.S. Eng., L.KQ.C.P. Ire. Price 2s. 6d. 

Eye. The Detection of Colour Blindness, from a practical point of 
view. By F. W. Edridge-Green, M.D., F.G.S., Author of 
** Memory," etc., etc. Price Is. 

Eye. The Cure of Cataract and other Eye AiFections. By Jabez 
Hogg, M.R.C.S., Consulting Surgeon to the Royal Westminster 
Ophthalmic Hospital. Third edition. Price 2s. 6d. 

Eye. On Impairment or Loss of Vision from Spinal Concussion or 
Shock. By the same Author. Price Is. 6d. 

Eye. The Functions of Vision and its Anomalies. By Dr. GiRAUD 
Teulon. Translated by Lloyd Owen, F.R.C.S. I., Surgeon to 
the Midland Eye Hospital, Ophthalmic Surgeon to the Hospital 
for Sick Children, Birmingham. Price 5s. 

Eye. Movable Atlas of the Eye and the Mechanism of Vision. 

By Prof. G. J. Witkowski. Price 7s. 6d. (See Anatomy.) 
( lite following four works have been translated for the N'ational Society for the 

Prevention and Cure of Blindness.) 
Mind your Eyes. By F. Sarcey. Price 2s. 6d. 
The Causes and Prevention of Blindness. By Professor 
FucHS, University of Liege. Price 7s. 6d. 

How to Preserve the Sight. By Dr. Magn4 Price 6d. 
On Spectacles, their History and Uses. By Prof. Horner. 
Price 6d. 

Fasting and Feeding, Psychologically considered. By L. S. 
Forbes Winslow, M.B, Cantab., D.C.L. Oxon. Price 2s. 
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Fever. On the Endemic Hsematuria of Hot Climates, caused by 
the presence of Bilharzia Hsematuria. By F. H. H. Gtjillemard, 
M.A., M.D., F.RG.S. Price 2s. 

Fever. Text-Book of the Eruptive and Continued Fevers. By John 
William Moore, B.A., M.D., M. Ch. Univ. Dub., F.R.C.P.I., 
Joint Professor of Practice of Medicine in the Schools of Sur- 
gery of the Eoyal College of Surgeons in Ireland, Physician to 
. the Meath Hospital, Dublin, Consulting Physician to Cork 
Street Fever Hospital, "Dublin, ex-Scholar and Diplomat e in 
State Medicine of ^Trinity College, Dublin. Price 15s. 

Fever Charts. Daily Clinical Fever Charts, to record the progress 
of a case of fever. By F. Magee Finny, M.D. Price 5s. 

Food. Aids to the Analysis of Food and Drugs. By H. Aubrey 
Husband, MB., F.RC.S., Lecturer on Public Health in the 
Edinburgh Medical School. Price Is. 6d. cloth; Is. paper. 

Food. The Healthy Manufacture of Bread. By B. W. Richardson, 
M.D., F.R.S. Price 6d. paper cover ; cloth. Is., with Vignette. 

Foot. Movable Atlas of the Foot; its Bones, Muscles, etc. By 
Prof WiTKOWSKL Price 7s. 6d. (See Anatomy.) 

Forensic Medicine. The Maybrick Case. A Treatise by A. M. 
Macdougall, B.A., LL.D. Price 10s. 6d. 

Forensic Medicine. The Student's Handbook of Forensic Medicine 
and Public Health. By H. Aubrey Husband, M.B., F.R.C.S.E. 
Sixth edition. Price 10s. 6d. 

Forensic Medicine. Aids to Forensic Medicine and Toxicology. 
By W. Douglas Hemming, F.RC.S.K, and H. Aubrey 
Husband, M.B., F.RC.S.E. Fifth thousand. Price 2s. 6d. 
cloth, 2s. paper. 

Geology. Field Geology, with a Section on Palaeontology. By 
W. Hy. Penning, F.G.S., of H.M. Geological Survey, and 
A. J. Jukes-Browne, B.A., F.G.S. With woodcuts and 
coloured map. Second edition, revised and enlarged. Price 

7s. 6d. 

" others have taught us the principles of the science, but Mr. Penning, as an accomplished 
field-geologist, introduces us to the practice." — The Academy. 

Geology. Engineering Geology. By the same Author. Illustrated 
with coloured maps and woodcuts. Price 3s. 6d. 

" A full and lucid description of surveying and mapping, the diagnosing of the various 
minerals met with, the value of sites, rocks, etc."— Popular Science Review. 

Geometry. Aids to Analytical Geometry. I. The Straight Line 

and Circle. By A. Le Sueur, B. A. Cantab. Second edition, 28. 

II. The Conic Sections, with solutions of questions set at 

the London University and other Examinations by George 

Heppel, M.A. Cantab. Price 2s. 
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Gtout. A Treatise on Gout. By Austin Meldon, M.K.Q.C.P., 
F.E.C.S.I., Senior Surgeon Jervis Street Hospital, Consulting 
Physician Dublin General Infirmary. Tenth edition. Price 2s. 6d. 

Gout The Nature and Treatment of Goat. By Professor Ebstein 
of Gottingen University. Translated by J. E. Burton, L,E.C.P. 
Lond. Price 3s. 6d. 

Gymnastics. The Prevention and Cure of Many Chronic Diseases 
by Movements. By M. Both, M.D., F.E.C.S. Eng. With 
90 engravings, price 5s. 

Paralysis in Infancy/Childhood, and Youth, and on the Prevention 
and Treatment of Paralytic Deformities. Same Author. 3s. 6d. 

The Prevention and Eational Treatment of Lateral Spine Curvature. 
(Gold Medal of the International Health Exhibition, 1884.) 
200 engravings. Price 5s. 

Gynaecology. Brandt's Treatment of Uterine Disease and Prolapsus 
by the Movement Cure. Edited and translated by Dr. Both. 5s. 

Gynsecology. The Diseases of Women and their Treatment. 
By H. Macnaughton Jones, M.D., F.E.C.S.I., F.E.C.S.E., 
Examiner in Midwifery, Royal College of Surgeons, Ireland. 
Fifth edition. Illustrated, price 10s. 6d. 

" A storehouse of information." — T?te Lancet. 

" The work of a mature and experienced authority." — British Medical Journal. 

" Of exceptional merit drawn n-om a field of wide personal experience." — Medical Press. 

Gynaecology. Aids to Gynaecology. By Alfred S. Gubb, 
M.D. Paris, M.K.C.S., L.K.O.P., D.P.H., Obstetric Assistant and 
Gold Medallist Westminster Hospital. Second edition, enlarged. 
Cloth, 2s. 6d., and 2s. sewn. 

Hair. The Hair : its Growth, Care, Diseases, and Treatment By 
C. H. Leonard, A.M., M.D. Illustrated, price 7s. 6d. 

Hair. A Synopsis of Diseases of the Skin and Hair. By E. Glasgow- 
Patteson, M.B., Surgeon to St. Vincent's Hospital. Price Is. 

Hand. Movable Atlas of the Hand ; its Bones, Muscles and Attach- 
ments. By Prof. WiTKOWSKi. Price 7s. 6d. (See Anatomy.) 

Hay Fever : its Causes, Treatment, and Effective Prevention ; Ex- 
perimental Eesearches. By Chas. Harrison Blackley, M.D. 
Second edition, revised and enlarged. Price 10s. 6d. 

Heart. On InsuflBciency of Aortic Valves in connection with Sudden 
Death. By John Cockle, A.M., M.D., F.E.C.P., Physician to 
the Eoyal Free Hospital Second edition. Price 2s. 6d. 

Heart. Contributions to Cardiac Pathology. By the same Author. 
Price 2s. 6d. 



Bailli^re, Tindall, and Cox's Books. 23 



Heart. Heart-Studies, Chiefly Clinical. By Wm. Ewart, M.D. 
Cantab., F.R.C.P., Physician to St. George's Hospital. 
I. — The Pulse under the Sphygmograph and under the Finger. 

[In the Press. 
Heart. An Essay on Fatty Heart. By Henry Kennedy, A.B., 
M.B. Physician to the Whitworth Hospitals. Price 3s. 6d. 

Heredity and Disease. From Generation to Generation. By 
Douglas Lithgow, LL.D., M.RC.P., Lond. Price 4s. 6d. 

Hernia and Intestinal Obstruction. By J. Eoche, M.D. 6d. 

Histology. Introduction to Practical Histology. By George 
Thin, M.D. Price 5s. 

Histology. Methods of Preparing Brain, Spinal Cord, and Nerves 
for Microscopical Examination. By Edwin Goodall, M.D. 
Lond. [In the Press, 

History of the Royal College of Surgeons in Ireland. By 
Sir C. A. Cameron. Price 10s. 6d. 

Hydrophobia. Inoculation for Babies and Hydrophobia. A Study 

of the Literature of the subject. By Surgeon-General C. A. 

Gordon, C.B. Price 2s, 6d. 
Hydrophobia. Comments on the Eeports of the Committee on 

M. Pasteur's Treatment. By Surgeon-General C. A. Gordon, 

M.D., C.B. Price 2s. 6d. 

Hydropathy, or the Practical Use of Cold Water. By E. Marlett 
BoDDY, F.R.C.S., F.S.S., L.R.C.P. Price Is. 

Hydropathy. Notes of Visits to Contrex^ville and Royat-les- 
Bains. By F. R Cruise, M.D. Price 6d. 

Hydropathy. Vichy and its Therapeutical Resources. By Prosser 
James, M.D., M.R.C.P. Lond., Lecturer on Materia Medica and 
Therapeutics at the London Hospital. Price 2s. 6d. 

Hygiene. Lessons in Military Hygiene and Surgery, from the 
Franco-Prussian War. Prepared on behalf of Her Majesty's 
Government. By Surgeon-General Gordon, M.D., C.B., Hon. 
Physician to the Queen. Illustrated, price 10s. 6d. 

Hygiene. A Manual of Sanitation ; or, First Help in Sickness and 
when Wounded. Alphabetically arranged. By the same Author. 
Cloth, 2s. 6d. ; sewn. Is. 

"A most useful and practical manual, and should be placed in the hands of officers and 
men alike."— The Oraphie. 

Hygiene. The Elements of School Hygiene for the Use of 
Teachers and Schools. By W. K Roth, B.A. Price 3s. 6d. 

Hygiene. Theatre Hygiene, a study in construction, safety and 
healthy arrangement. By W. E. Roth, B.A. Oxon. Price Is. 6d. 

Hygiene. Healthy Homes. By Stanley Haynes, M.D., M.R.C.S., 
F.RG.S. Price Is. 
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Hygiene. Notes on Nuisances, Drains, and Dwelliugs. By W. H. 
Penning, F.G.S. Second Edition. Price 6d. 

Hygiene. Short Lectures on Sanitary Subjects. By Eichard J. 
Halton, L.K.Q.C.P., L.RC.P. Ed., L.R.C.S.I., etc. Price 5s. 

Hygiene. A Manual of Naval Hygiene, with Instructions and 
Hints on the Preservation of Health and the Prevention of 
Disease on board Ship. By Joseph Wilson, M.D. Second 
edition. 10s. 6d. 

Hygiene. The Sanitation of Public Institutions. The Howard 
Prize Essay. By R. D. R. Sweeting, M.RC.S., Medical 
Superintendent of the Western Fever Hospital. Price 3s. 6d. 

Hjrpnotism. Psycho-Therapeutics. Treatment by Hypnotism and 
Suggestion. By J. Lloyd Tuckey, M.D. Third Edition, 
enlarged. Price 6s. 

Indigestion : a Manual of the Diagnosis and Modem Treatment of 
the Different Varieties of Dyspepsia. By George Herschell, 
M.D. Lond. Crown 8vo., 202 pp., price 3s. 6d. 

Inflammation. The State of the Blood and the Bloodvessels in 
Inflammation. By T. Wharton Jones, F.E.C.S., F.R.S., 
Emeritus Professor of Ophthalmic Medicine and Surgery in 
University College, London. Price 2s. 6d. 

"The work is that of a man of genius of the highest order."— Dr. Richardson, F.R.S., in 
AteUpiad. 

'■' A. thoughtful study founded on the ripe experience of an author entitled to the highest 
respect." — Medical Press. 

International Medical Congress. The Commemorative Portrait- 
Picture of the International Medical Congress, 1881. De- 
signed and executed by Mr. Barraud ; nearly 700 Likenesses 
of Members, representing Medicine and Surgery in every part of 
the world ; special sittings accorded for every Portrait. 

The Picture is Printed by the New Permanent Carbon Process in two Sizes : 

EXTRA SIZE, 47 X 80, Mounted, but XJnframed £7 lOs. Fbamed - £10 Os. 

POPULAR SIZE, 20 x 20. Mounted, but Unfraued £8 8s. Framed • £4 10s. 

Intestinal Surgery. (See Abdominal Surgery.) 

Insanity. (See Lunacy.) 

Kidneys. Yaso-Kenal Change versfos Bright's Disease. By J. 
MiLNER FOTHERGILL, M.D. Ed. Price 7s. 6d. 

Kidneys. Bright's Disease of the Kidneys. By Professor J. M. 
Charcot. Translated by H. B. Millard, M.D., A.M. Ee- 

vised by the Author, with coloured plates, price 7s. 6d. 

Lunacy. Handbook for the Instruction of Attendants on the 
Insane. Prepared under the authority of the Medico-Psychological 
iiHttuciation. With Appendix containing Lists of Asylums and 
Licensed Houses. Second edition. [In the Press. 
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Materia Medica.' A Dictionary of Materia Medica and Thera- 
peutics. A R68um6 of the Action and Doses of all Officinal and 
Non-officinal Drugs now in Common Use. ByC. Henri Leonard, 
AM., M.D., and Thos. Christy, F.L.S., F.C.S. Price 6s. 

This yolume has been in preparation for the past tour years. The drugs of as late intro- 
duction as 1891 are to be found in its pages. The authors claim to have incorporated every- 
thing of merit, whether officinal or non-officinal, that could be found either in standard works 
or from many manufacturers' catalogues. The scheme embraces the Pronunciation, Genitive 
case-ending. Common Name, Dose, and Metric Dose. Then the Synonyms, English, French, 
and German. JJ a Plant the Part Used, Habitat, Natural Order, and Description of Plant 
and Flowers, with its Alkaloids, if any. // a MinercU, its Chemical Symbol, Atomic Weight, 
looks, ta&te, and how found, and its pecuUarities. Then the Action and Uses of the Drug, 
its Antagonists, Incompatibles, Synergists and Antidotes. Then follow its Officinal and Non- 
officinal preparatiODs, with their Medium and Maximum Doses. Altogether it will be found 
a handy volume for either the Physician, Student, or Druggist, and will be frequently 
appealed to if in one's possession. * 

" Will, we are sure, fulfil a long-felt want."— British and Colonial Druggist. 

" Well up to date. . . . Containsanindezof great value." — Chemist and Druggist. 

Materia Medica. Comprising the Drugs contained in the Schedule 
issued by the Conjoint Board of the Royal College of Physicians 
and Surgeons. Arranged by Maurice Williams, Principal of 
the City School of Chemistry and Pharmacy. Price 3s. 6d. 

Materia Medica- Table of Doses. By J. H. Allan, F.C.S. 
Price 6d., cloth. 

Materia Medica. A Key to Organic Materia Medica. By John 
Muter, Ph.D., M.A., F.C.S.. President of the Society of Public 
Analysts. Third edition. Price 128. 6d. 

Materia Medica. Aids to Materia Medica and Therapeutics. By 
C. E. Armand Semple. 

Part I. — The Non-metallic and Metallic Elements, Alcoholic and 
Ethereal Preparations, etc. Cloth, 2s. 6d. ; paper, 2s. 

Part II. — The Vegetable and Animal Substances. 2s. 6d., 28. 

Part III. — Classification of Remedies. Cloth, Is. 6d. ; paper. Is. 

Part IV. — New Remedies of the British Pharmacopoeia. Cloth, 
2s. 6d. ; paper, 2s. 

Part V. — Tablets of Materia Medica. Price, cloth. Is. 6d.; paper, 1 s. 

Materia Medica and Pharmacy. A Text-Book for Medical 

and Pharmaceutical Students preparing for Examination. By 
W. Handsel Grifffths, Ph.D., F.C.S., F.R.C.P. Ed. Third 
edition. Edited by A. S. Gubb, M.D. Paris, L.R.C.P. Lond., 
M.R.C.S., D.P.H., Gold Medallist, Prizeman in Materia Medica, 
Westminster Hospital. Price 7s. 6d. 

" A book of great value ... a standard text-book."— ^in. if«cl. Journal. 

** One of the ablest, if not the best, work on the subject in our language."— Jfed. Press. 

Materia Medica. Notes on Inorganic Materia Medica, and its 
Chemistry. By J. S. Sharman. Second edition. Price Is. 6d. 
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Materia Medica. Notes on Materia Medicsc and Therapeutics. 
Mineral Drugs, Part I. By J. S. McArdle. Price Is. 

Medical Oharities. The Eeform of Our Voluntary Medical 
Charities. By Egbert Reid Rentoul, M.D. Price 5s. 

Medical Education. Medical Education and Organization. The 
Hunterian Oration for 1880. By Walter Rivington, B.A., 
MB., F.R.C.S., Surgeon to the London Hospital. Price Is. 

Medical Etiquette. A Few Rules of Medical Etiquette. By a 
L.R.C.P. Lond. Price Is. 

Medical Jurisprudence. (See Forensic Medicine.) 

Medical Laws. Medical Law for Medical Men : their Legal 
Relations popularly explained. By Professor Meymott Tidy, 
M.B., F.C.Sb, Barrister-at-Law, and Percy Clarke, LL.B., 
Solicitor. Leather, gilt edges, price 4s. 

Medical Laws. The Laws Relating to Medical Men. By James 
Greenwood, Barrister-at-Law. Price 5s. 

" Admirably suited as a guide to the busy practitioner, who frequently runs great risks of 
becoming involved in legal x>enalties, in consequence of an imperfect knowledge of the law." 
— Olaagmo Medical Journal. 

Medical Profession. A Guide to the Medical Profession in all 
its branches, including the Public Services. By C. R. B. 
Keetley, F.R.C.S. Second edition, revised and enlarged. 
Price 3s. 6d. 

Medical Profession. Medical Men and Manners of the Nineteenth 
Century. By a Physician. Third Thousand. Price 3s. 

« At times scathing, at others amusing, the author is never dull, and writes as one who 
knows the many blots on our system, and honestly tries to remedy them." — Medical Press. 

Medicine. Aids to Medicine. By C. E. Armand Semple, B.A., 

M.B. Cantab., M.RC.P. Lond. 
Part I. — General Diseases. Price 2s. 6d. and 2s. 
Part II. — The Urine, Kidneys, Stomach, Peritoneum, Throat, and 

(Esophagus. Third Thousand. Price 2s. 6d. and 2s. 
Part III. — Diseases of the Brain, Nervous System, and Spinal 

Cord. Third Thousand. Price 2s. 6d. and 2s. 
Part IV. — Fevers, Skin Diseases. Price 2s. 6d. and 2s. 

Medicine. A Chronology of Medicine from the Earliest Times. 
By J. Morgan Richards. Price 10s. 6d. 

Medicine. Student's Handbook of the Practice of Medicine. By 
H. Aubrey Husband, M.B., CM., B.Sa Fourth edition, 
revised and enlarged. Illustrated. Price 7s. 6d. 

Medicinal Remedies. Notes on Medicinal Remedies. By J. B. 
Stephenson. 
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Medico-Military Services. Our Services under the Crown. A 
Historical Sketch of the Army Medical StaflF. By Surgeon-Major 
A. Gore, M.D., Sanitary Officer on the StaflF. Price 6s. 

Memory. Its Logical EelatioDs and Cultivation. By P. W. 
Edridge-Green, M.D., F.G.S., Author of "Colour Blindness." 
Second edition. Price 6s. 

Meteorology. The Moon and the Weather: the Probability of 
Lunar Influence Eeconsidered. Showing how storms and 
depressions may be predicted. By Walter J. Browne (St. 
Petersburg). Second edition. Price 3s. 

Microbes. (See Bacteriology.) 

Microscopical Science. The International Journal of Microscopy 
and Natural Science. Edited for the Postal Microscopical 
Society by Alfred Allen. Quarterly, with Plates. Price 2s. 6d. 

Midwifery. (See Obstetrics.) 

Mineral Waters. The Mineral Waters of Europe. A complete 
Analytical Guide to all the Bottled Waters, and their Medicinal 
and Therapeutic Values. By Professor Tichborne, LL.D., 
F.C.S., President of the Pharmaceutical Society of Ireland, 
and M. Prosser James, M.E.C.P. Lond., Lecturer on 
Therapeutics, London Hospital. Price 3s. 6d. 

" Such a book as this is simply invaluable." — The World. 

Morals. A Physician's Sermon to Young Men. By William 
Pratt, M.A., M.D., etc. Eighth thousand. Price Is. cloth. 

" The delicate topic is handled wisely, judiciously, and religiously, as well as very plainly." 
— The Guardian. 

Morals. Eevelatioos of Quacks and Quackery. With Facts and 
Cases in Illustration of their Nefarious Practices. By "De- 
tector." Thirtieth thousand. Price 2s. 

Morphia. On the cure of the Morphia Hahit. By OscAR Jennings, 
M.D. Paris, F.E.C.S. Eng. Price 28. 6d. 

Nerve Supply. Atlas of Cutaneous Nerve Supply. By Jacob 
Heiberg, M.D., andW. W. Wagstaffe, F.RC.S. Containing 
10 plates in colours. Price 4s. 6d. 

Nervous Diseases. Functional Nervous Diseases, their Causes 
and Treatment. By Geo. T. Stevens, M.D., Ph.D. With 
plates. Price 12s. 

Nervous Diseases. Clinical Notes on Nerve Disorders in Surgical 
Practice. By Geo. Wherry, M.A., M.S. Cantab., F.E.C.S. 
Price 2s. 

Nervous Diseases. (See also Brain.) 
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Neuralgia. The Surgical Treatment of Neuralgia of the Fifth 
Nerve ; being the Lettsomian Lectures for 1892. By Wm. 
Rose, M.B., B.S. Lond., F.RC.S., Joint Professor of Surgery 
in King's College, London, and Surgeon to King's College 
Hospital. Illustrated. Price 3s. 6d. 

Nose. (See Throat and Nose.) 

Nursing. Questions and Answers on Nursing, for St. John's 
Ambulance Associations, Nursing Institutes, andNurses generally. 
By John W. Martin, M.D., Author of "Ambulance Work." 
Fourth thousand. Price Is. 6d. net. 

Nursing. How to Feed an Infant. With an Appendix on the Common 
Ailments of Infancy, with their Hygienic and Curative Treat- 
ment. By Benson Baker, M.D. Price Is. 6d. 

Nursing. How to bring up Children by Hand. By J. Foster 
Palmer, L.RC.P. Price 6d. 

Nursing. Practical Guide for the Young Mother. From the 
French of Dr. Brochard, Director-General of Nurseries and 
Creches, with Notes and Hints by a London Physician. Price 2s. 

Obstetrics. Aids to Obstetrics. By Samuel Nall, M.B. Cantab., 
M.RC.P. Lond., First Class Honours Nat. Sci Cambridge, 
late Eesident Obstetric Assistant, St. Bartholomew's Hospital. 
Twelfth thousand. Price 2s. 6d. cloth, 2s. paper wrapper. 

Obstetrics. Hints for Midwives on Pregnancy and Labour. 
Abstracts of a Series of Lectures by H. Macnaughton Jones, 
MJ)., M.C.H., F.RC.S. Price Is. 

Obstetrics. The Diagnosis and Treatment of Extra-uterine 
Pregnancy. By John Strahan, M.D., M.Ch. (The Jenks 
Triennial Prize Essay awarded by the College of Physicians, 
1889.) Price 4s. 6d. 

Obstetrics. Hints for the Use of Midwives preparatory to their 
Examinations. By R. J. M. Coffin, F.RC.P. Ed. Second 
Edition, enlarged. Price 2s. 

Odontology. (See Dental) 

Old Age. The Diseases of Sedentary and Advanced Life. By 
J. Milner Fothergill, M.D., M.R.C.P. Lond. Price 7s. 6d. 

Ophthalmology. (See Eye.) 

Osteology. Osteology for Students, with Atlas of Plates. By 
Arthur Trehern Norton, S'.R.C.S., Surgeon to, and Lecturer 
on Surgery at, St. Mary's Hospital. Atlas and Text in one 
volume, 7s. 6d. ; in two volumes, 8s. 6d. 

•< The handiest and most complete handbook on Osteology."— 7^ Lancet. 
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Osteology. Atlas of the Skeleton and its Articulations, showing 
the Bones and Ligaments of the Human Body and Limbs. By 
Professor WiTKOWSKi. Price 7s. 6d. (See Anatomy.) 

Overwork. Overwork and Premature Mental Decay : its Treatment. 
By C. H. F. EOUTH, M.D., M.R.C.P. Lond. Fourth edition. 
Price 2s. 6d. 

Pathology. Lectures on Medical Pathology. By H. G. Sutton, 
M.B., F.R.C.P. Lond., late Physician to, and Lecturer on 
Pathology at, the London Hospital. Price 5s. 

" Such a work is to be accepted with gratitude for the thoughts it contains, and the facts 
on which they are based." — The Lancet. 

Pathology. Aids to General Pathology. By Gilbert A. Banna- 
TYNE, M.D. Cloth, price Is. 6d.j sewn, Is. 

Pathology. Aids to Special Pathology. By the same Author. 
Cloth, price 2s. 6d. ; sewn, 2s. 

Pathology. A series of illustrations of Pathological Anatomy issued 
in monthly parts. Each part contains 4 plates in colours, with 
accompanying descriptive text by PROFESSORS Kast, of Breslau, 
and Rumpel, of Hamburg. The English edition revised and 
edited by M Armand Euffer, M.D. Oxon. Twelve parts by 
subscription, post free, £2 8s. Single parts, 6s. each. Single 
plates. Is 6d. each. 

Pathology of Tuberculosis. (See Consumption.) 

Pathology. Handbook of Surgical Pathology. Edited by W. J. 
Walsham, M.B., F.R.C.S., and D'Arcy Power, M.B. Oxon., 
F.R.C.S. Second edition. Price 9s. 

"An embodiment of the most modem pathological teaching."— TA^ Lancet, 

Pathology. Examination Cards. Arranged as questions and 
answers for self-examination. By A. T. Schofield, M.D., 
M.R.C.S. Complete in two sets of cards, price 9d. net per set. 

Mr. Jonathan Hutchinson, F.R.G.S., writes : " It is an invaluable means of self -tuition." 

Peritonitis. Localised Peritonitis : its Etiology, Diagnosis, and 
Treatment. By John Wallace, M.D., Professor of Midwifery 
in the Victoria University. Illustrated. Price Is. 

Pharmacopoeia. A Yest-Pocket Epitome of the British Pharma- 
copoeia. By Russell Coombe, M.A., F.R.C.S. Cloth, price Is. 

Pharmacopoeia. The Pocket Pharmacopoeia. APr^cisof the British 
Pharmacopoeia, including the Therapeutical Action of the Drugs, 
their Natural Orders and Active Principles. By C. Ariiand 
Semple, M.D., M.It.C.P. Second edition, with the Appendix 
of 1890. Price 3s. 6d. 



30 Baillifere, Tindall, and Cox s Books. 

Pharmacopoeia. Notes on the Pharmacopoeial Preparations for 
Pharmaceutical Students. By Handsel Griffiths ; revised by 
A. S. GUBB, M.D. Paris, L.E.G.P., M.R.C.S., D.P.H. Price 3s. 6d. 

Pharmacy. Latin Grammar of Pharmacy, for the use of Students, 
with an Essay on Latin Prescriptions. By Joseph Ince, 
A.K.C.L., formerly Examiner and Member of Council, Phar- 
maceutical Society. Fifth edition. Price 5s. 

Pharmacy. Aids to Pharmacy. By C. K Armand Semple,M.B. 
Cantab., M.E.C.P. Lond. Cloth, price 2s. 6d. ; paper, 2s. 

Pharmacy. Practical Pharmacy for Medical Students. By A. 
Campbell Stark. Demonstrator on Materia Medica and 
Pharmacy at St. George's Hospital. [In the Press. 

Phimosis. Its Causes, Symptoms, and Treatment ; with a descrip- 
tion of the ancient rite of circumcision. By L. H. Ormsby, 
M.D., F.RC.S.L, Lecturer on Clinical and Operative Surgery 
at, and Surgeon to, the Children's Hospital, Dublin. Price Is. 

Physics. A Manual of Physics. Being an Introduction to the 
Study of Physical Science designed for University Students. 
By W. Peddie, D.Sc, F.K.S.E., Lecturer on Physics in the 
U niversity of Edinburgh. ( University Series of Manuals. ) 7s. 6d. 

" Altogether worthy of praise. . . . We have no hesitation in giving it high commenda- 
tion. . . . We wish it all success, feeling well satisfied that it meets a decided want." — 
Nature. 

Physiological Chemistry. Aids ta Physiological Chemistry. By 
J. L. Thudichum, M.D., F.R.C.P. Lond., St. Thomas's 
Hospital. Cloth, price 2s. 6d. Wrapper, 2s. 

Physiological Factor in Diagnosis. By J. Milner Fothergill, 

M.D., M.RC.P. Lond., Physician to the City of London 
Hospital for Diseases of the Chest. Second edition. Price 7s. 6d. 
Physiological Laboratory. Manual for the Physiological Labora- 
tory. By Vincent D. Harris, M.D., F.R.C.P., Examiner in 
Physiology, the Royal College of Physicians of London, and 
D'Arcy Power, M.B. Oxon., Examiner, St. Bartholomew's 
Hospital Fifth edition. Price 7s. 6d. 

" This manual is already well and favoiirably known, and the new edition contedns 
many valuable additions."— /xi7ic«^ 

Physiology. A Manual of Physiology. By G. N. Stewart, M.A., 
D.So. University of Cambridge. {University Series of Manuals.) 

\In the Press. 
Physiology. The Physiologist in the Household. By J. Milner 
Fothergill, M.D., M.R.C.P. Part I. — Adolescence. Price Is. 
Aids to Physiology. By B. Thompson Lowne, 
F.R. C.S., Arris and Gale Lecturer, and Examiner in Physiology, 
Royal College of Surgeons of England. Fourth thousand, illus- 
trated. In two parts, 2s. each, or in one vol., cloth, 4s. 6d. 

" As ' aids ' and not substitutes, they will prove of real value to students."— ilf«dicai Preu. 
" Certainly one of the best of the now popular * Aid aeries.' "—StudenW Journal. 
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Plant Analysis. (See Chemistry.) 

Poljrpus in the Nose and other Affections of the Nasal Cavity; 
their successful treatment. By J. L. W. Thudichum, M.D., 
P.E.C.P. Lond. Seventh edition, enlarged. Price 2s. 6d. 

Population, On the Evils, Moral and Physical, likely to follow, 
if practices, intended to act as checks to population, be not 
strongly discouraged and condemned. By C. H. F. Routh, M.D., 
F.R.C.P. Second thousand. Price Is. 

Posology. Posological Tables : a Classified Chart, showing at a 
glance the Dose of every Officinal Substance and Preparation. 
By Handsel Griffiths, Ph.D., L.R.C.P. Fifth edition, 
revised by Peter W. Squire, F.L.S., F.C.S. Price Is. ; or 
mounted oil linen, rollers, and varnished, 3s. 6d. 

Pregnancy. (See Obstetrics.) 

Prescriptions. The Student's Pocket Prescriber. By H. Aubrey 
Husband, M.B., F.RC.S.E. Price Is. cloth. 

Psychological Medicine in John Hunter's Time and the Progress 
it has made. By Fletcher Beach, M.B., F.R.C.P. Price Is. 

Psycho-Therapeutics. (See Hypnotism.) 

Pablic Health. Aids to Sanitary Science, for the Use of Candidates 
for Public Health Qualifications. ByF. J. Allan, M.D., Dipl. 
Public Health, Camb., Assistant Professor of Hygiene, College 
of State Medicine. 236 pp., price 4s. 6d. cloth. 

"A really admirable synopsis of what it is most necessary for a candidate to know." — 
Qlasgrrw Medical Journal. 

•'The information contained is correct, well expressed and well arranged." — Public Health. 

''The work has been well done. . . . Will be found a serviceable and reliable aid." — 
Edinhurg\Medical Journal. 

Public Health. The Practical Guide to the Public Health Acts 
and Correlated Acts for Ofl&cers of Health and Inspectors of 
Nuisances. By Thos. Whiteside Hime, B.A, M.B. Second 
edition, enlarged. \In the Press, 

Pablic Health. Aids to Public Health. By J. L. Thudichum, 
M.D., F.E.C.P. Lond. Price Is. 6d. cloth; Is. paper wrapper. 

Public Health. Guide to Sanitary Science Examinations. By 
Herbert Jones, D.P.H. Cantab. Price 2s. 6d. 

Pulse. How to feel the Pulse and what to Feel in it. Practical 
Hints for Beginners. By William Ewart, M.D., F.RC.P. 
Lond., Physician to St. George's Hospital. With a glossary and 
twelve illustrations. Price 3s. 6d. 

Pulse. The Sphygmograph : its History and use as an aid to 
Diagnosis. By R. E. Dudqeon, M.D. Price 28. 6d. 



32 Bailli^re, Tindall, and Cox's Books. 



Rabies. (See Hydrophobia.) 

Respiration. Keep your Mouth Shut; a Popular Treatise on 
Mouth-breathing. By Fred. A. A. Smith, M.D., CM. Glas. 
Price 2s. 6d. 

Rheumatism. Its Treatment by Electric Massage, etc., in con- 
nection with the Wiesbaden Thermal Waters. By Carl 
MoRDHORST, M.D. Kiel. Price Is. 

Rupture of the Perineum. Its Causes, Prevention and Treatment 
By Michael Joseph Molony, MR.C.P., L.E.C.S. Price 2s. 
cloth, Is. 6d. paper. 

Salt. History of Salt, with Observations on its Medicinal and 
Dietetic Properties. By Evan Marlett Boddy, F.RO.S., 
F.S.S., L.R.C.P. Price 28. 6d. 

Sewage. The Sewage Question : Reports upon the Principal 
Sewage Farms and Works of the Kingdom, with Notes and 
Chemical Analyses. By the late Dr. Letheby. Price 4s. 6d. 

Skin Diseases of Infancy and Early Life. By C. M. Camp- 
bell, M.D., CM. Edin. Price 5s. 

Skin. A Synopsis of Diseases of the Skin and Hair. By E. 
Glasgow Patteson, M.B., Surgeon to St. Vincent's Hospital. 
Price Is. 

Skin. Dermic Memoranda : An Introduction to the Study of Skin 
Disease, with Special Reference to the Exanthemata. By 
William Gemmel, MB., Resident Medical Officer, Glasgow 
Fever Hospital. Price 3s, net. * 

Skin. Scabies : its Causation, Diagnosis, and Treatment. By 
Arthur Harries, M.D. Price 6d. 

Skin. Lupus. A Pathological and Clinical Investigation. By 
Arthur Harries, M.D., and C M. Campbell, M.D. Price Is. 

Skin. Some Diseases of the Skin produced hy Derangements 
of the Nervous System. By T. Stretch Dowse, M.D., 
F.R.C.P.E. Price 28. 

Stomach. The Surgical Diseases and Injuries of the Stomach and 
Intestines. By F. Bowreman Jessett, F.R.C.S., Surgeon to 
the Cancer Hospital. Numerous engravings. Price 7s. 6d. 

Stricture. Stricture of the Urethra : its Diagnosis and Treatment. 
By E. DiSTiN Maddick, F.R.C.S. Edin., late Surgeon R.N. 4s. 
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Surgery. The Scieace and Practice of Surgery, a Complete Text- 
book. By F. J. Gant, F.RC.S., Senior Surgeon Royal Free 
Hospital. Third edition, with nearly 1,100 engravings. 2 vols., 
price 36s. 

"The entire work has been revised to present the modern aspects of Surgery." — Lancet. 
" Does credit to the author's thorough surgical knowledge. "-£rifu A Medical Journal. 

Surgery. The Student's Surgery : a Multum in Parvo. By F. J. 
Gant, F.R.C.S. 850 pp., illustrated. Price 10s. 6d. 

" It well fulfils the object for which it Is written."— iancci. 

" From the student's point of view it is a necessity."— British Medical Journal. 

Surgery. The Rules of Aseptic and Antiseptic Surgery, for the 
use of Students and General Practitioners, with 248 epgravings 
and 3 chromo-lithographic plates. By A. G. Gerster, M.D., 
Professor of Surgery at the New York Polyclinic. Price 15s. 

Surgery. Operative Surgery on the Oadaver. By Jasper J. 

Garmany, A.M., M.D., F.R.G.S. Price 8s. 6d. 

Surgery. • Aids to Surgery. By George Brown, M.R.C.S. 
2 parts, price Is. 6d. cloth, and Is. sewn, each ; or in 1 vol., 2s. 6d. 

Surgery. The Text-book of Operative Surgery. With 88 beauti- 
fully engraved steel plates, after Bernard and Huette. Text 
by Arthur Trehern Norton, F.R.C.S., Surgeon to, and 
Lecturer on Surgery at, St. Mary's Hospital. Second edition, 
half calf, plain, 25s. ; hand-coloured, 50s. 

'* Of the highest merit as a guide to operative surgery." — Students' Journal. 

Surgery. The Anatomy of Surgery. By John McLachlan, M.B., 
M.RG.S. With 74 illustrations. Two vols., price 18s. 

Surgery. The Surgery of the Knee-Joint, and the Responsibility 
placed on the Physician and General Practitioner by the 
Modern Process of Surgery. By C. B. Keetley, F.RC.S., 
Senior Surgeon to the West London Hospital, and Surgeon to 
its Orthopaedic Department. Cloth, price Is. 6d, 

Surgery, Minor— and Bandaging. Questions and Answers for 
Self-examination. By A. T. Schofield, M.D. Price 9d. net. 

Surgical Pathology. Handbook of Surgical Pathology. By 
W. J. Walsham, M.B., F.RC.S., and D'Arcy Power, M.B., 
F.RC.S. Second edition. Price 9s. 

" An embodiment of the most modem pathological teaching." — The Lancet. 

Surgical Anatomy. (See Surgery.) 

Surgical Treatment. Notes on Surgical Treatment and Minor 
Operations. Designed especially for House Surgeons and 
Students. By T. F. HoPGOOD, L.R.C.P., M.RC.S. Surgeon to 
the Sunderland Infirmary. Price 2s. 6d. 
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Syphilis. Tables for the Diagnosis and treatment of Syphilis. By 
J. K. Barton, M.D., F.RC.S.I. Third edition. Price Is. 6d. net. 

Sjrphilis. The Nature and Treatment of Syphilis, and the other so- 
called Contagious Diseases. By C. R. Drysdale, M.D., M.R.C.P. 
Lond., F.R.C.S. Eng. Fifth edition. Price 5s. 

Temperatnre CliartS for Recording th^ Range of Temperature, 
False, Respiration, History, Progress, and Treatment of Cases. 
By K W; Moore, M.D., M.R.C»P. Price Id. each, 9d. per 
dozen ; or mounted, similar to a blotting-pad, 50, 3s. 6d.; 100, 7s. 

Theories of Life. The Protoplasmic Theory of Life. By John 
Drysdale, M.D., F.RM.S. Price 5s. 

Theories of Life. How to Prolong Life. Showing the Diet and 
Agents best adapted for a lengthened prolongation of existence. 
By C. W. De Lacy Evans, M.R.C.S. Second edition. Price 5s, 

" A good account of the changes which occur with the advance of age." — Lancet. 

Therapeutics. Modem Therapeutics, Medical and Surgical, in- 
cluding the Diseases of Women and Children. By Geo. H. 
Napheys, A.M., M.D. Ninth edition. Revised and enlarged 
by Drs. Allen Smith and Aubrey Davis. 

Vol. I. — General Medicine, including Diseases of Children. 
Price, half morocco, £1 10s. 

Vol. II. — Surgical and Gynascological Therapeutics. [In the Press. 

Therapeutics. The Therapeutics of the Respiratory Passages. By 
Prosser James, M.D., Lecturer on Materia Medica and Thera- 
peutics at the London Hospital. Price 10s. 6d. 

" Dr. Prosser James has produced a scholarly treatise."— ^«o York JlediccU Rtcord. 

Therapeutics. Aids to Rational Therapeutics, for the guidance of 
Practitioners and Senior Students. By J. Milner Fothergill, 
M.D. Second edition. Price 2s. 6d. cloth ; 2s. paper wrapper. 

Throat. Movable Atlas of the Throat, and the Mechanism of Voice, 
Speech and Taste. By Prof. WiTKOWSKi. (See An?itomy.) 

Throat. Diseases of the Throat and Nose. A Practical Guide to 
Diagnosis and Treatment. With 220 typical illustrations in 
chromo lithography and numerous wood engravings. By Lennox 
Browne, F.RC.S. Edin., Senior Surgeon to the Central London 
Throat and Ear Hospital. Fourth edition. [In the Press, 

"One of the completeat treatises on diseases of the throat in any language." — Britiah 
Medical Journal. 

" The best text-book in the English language." — Edinburgh Medical Journal. 
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Throat. AflFections of the Throat and Larynic. By Arthur 
Trehern Norton, F.E.C.S., Surgeon to St. Mary's Hospital. 
Second edition, illustrated. Price 6s. 

" Short, simple, and thoroughly practical instruction."— Jfafteat Pre»9, 

Thtoat. Laryngoscopy and Ehinoscopy : in the Diagnosis and 
Treatment of Diseases of the Throat and Nose. With hand- 
coloured plates and woodcuts. By Prosser James, M.D., 
M.E.C.P. Fifth edition. Price 6s. 6d. 

Throat. Tonsillitis in Adolescents. By C. Haig-Brown, M.D., 
CM., Medical Officer to the Charterhouse. Price 3s. 

Transftision. On Transfusion of Blood and Saline Fluids. By 
C. Egerton Jennings, F.R.G.S. Third edition, with Preface 
by Sir Spencer Wells, Bart. Price 4s. 6d. 

Tuberculosis. (See Consumption.) 

Urinary Diseases. Diseases of the Bladder, Prostate Gland, and 
Urethra. By F. J. Gant, F.E.C.S., Senior Surgeon to the Eoyal 
Free Hospital Fifth edition, enlarged. Price 12s. 6d. 

"The work throughout bears evidence of having been written by a thoroughly practical 
and experienced surgeon."— Zan.c«<. 

Urine. The Urine in Health and Disease, its Chemical Exami- 
nation, etc. By H. Aubrey Husband, M.B., B.Sc, F.RC.S. 
Second edition. Price Is. net. 

Urine. The Urine ; a Guide to its Practical Examination. By 
J, Tyson, M.D., Professor of Morbid Anatomy in the University, 
and President of the Pathological Society of Philadelphia. 
Fifth edition, with numerous illustrations. Price 7s. 6d. 

" We think it the most practically useful guide we have on the subject." — Medical Record. 

Vichy. Vichy and its Therapeutical Resources. By Prosser James, 
M.D., M.R.C.P. Lond., Lecturer on Materia Medica and 
Therapeutics at the London Hospital Price 2s. 6d. 

Voice. The Philosophy of Voice. Showing the right and wrong 
Action of the Breath and Vocal Cords in Speech and Song. 
By Charles Lunn. Sixth edition. Price 3s, 

Voice. Artistic Voice in Speech and Song. Dedicated to Mr. Sims 
Reeves and Mr. Santley. By the same Author. Is. 

Voice. The Voice Musically and Medically Considered. By C. 
Armand Semple, MB. Cantab., M.R.C.P. Lond., Physician 
to the Royal Society of Musicians. Part L Musical, price Is. ; 
Part IL, Medical, price 2s. ; or in one vol., cloth, 3s. 6d. 

Whooping-Cough. Its Pathology and Treatment. Fothergillian 
Prize Essay. By Thos. M. Dolan, M.D., F.R.C.S.E. Price 3s.64 

Zoology and Comparative Anatomy, Aids to. By Major 
Greenwood, MD., Honours. Price 2s. 6d., and 2s. 
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THE STUDENTS' AIDS SERIES. 

Specially designed to assist Students in committing to memory and 
grouping *the subjects upon which they are to be examined. 

Aids to Analysis of Food and Drugs. By H. Aubrey 
Husband, M.B., F.E.C.S. Price Is. 6d. cloth ; Is. paper. 

Aids to Anatomy. By George Brown, M.R.C.S., Gold Medal- 
list, Charing Cross Hospital. Price Is. 6d. cloth ; Is. paper 

Aids to Botany. By C. K Armand Semple, B.A., M.B. Cantab., 
M.E.C.P. Lond.,late Senior Examiner in Arts at Apothecaries' 
Hall. Third thousand. Price 28. 6d. cloth ; 2s. paper wrapper. 

Aids to Chemistry. By the same Author. 

Part I. — Inorganic; Non-Metallic Substances. 2s. 6d. and 2s. 
Part II. — Inorganic : The Metals. 2s. 6d. cloth ; 2s. paper. 
Part III. — Organic. Price, cloth 2s. 6d.; paper 2s. 
Part IV. — Tablets of Chemical Analysis. Is. 6d,, Is. 

Aids to Practical Chemistry. Especially arranged for the 
Analysis of Substances containing a Single Base and Acid 
Eadicle. By T. Hurd Gordon. Price 2s. 6d. cloth; 2s. paper. 

Aids to Dental Surgery. By Arthur S. Underwood, M.B., 

M.E.C.S., Lecturer on Dental Surgery at the Dental Hospital 
of London. Price 2s. 6d. cloth ; paper wrapper 2s. 

Aids to Dental Histology. By the same Author. Illustrated. 
Price 2s. 6d. cloth ; 28. paper wrapper. 

Aids to DiaCTOSis. Part I. — Semeiological. By J. Milner Fother- 
GILL, M.D., M.RC.P. Lond. Price Is. 6d. cloth ; Is. paper. 

Part IL— Physical. By J. C. Thorowgood, M.D., F.E.C.P. 
Lond. Price Is. 6d. cloth ; Is. paper wrapper. 

Part III. — What to Ask the Patient. By J. MiLNER 
FOTHERGILL, M.D., M.RC.P. Lond. Price Is. 6d. cloth ; Is. 
paper. The three in one vol., 3s. 6d. 

" A mine of valuable information.'' — EdinJfurgh Medical Journal, 

Aids to Examinations. Being Questions and Answers on Materia 
Medica, Medicine, Midwifery, Pathology, etc. By W. Douglas 
Hemming, F.E.C.S., and H. Aubrey Husband, MB., F.KC.S. 
Third thousand. Price Is. 6d. cloth ; and Is, paper. 

Aids to Forensic Medicine and Toxicology. By W. D. Hem- 
ming, F.E.C.S.E., and H. Aubrey Husband, M.B., F.E.C.S.K 
Third thousand. Price 2s. 6d. and 2s. 
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Aids to Gjrnsecology. By Alfred Gubb, M.D. Paris, D.P.H., 
Obstetric Assistant and Gold Medallist, Westminster Hospital. 
Cloth, price 2s. 6d. ; sewn, 2s. 

Aids to Materia Medica and Therapeutics. By 0. £. Abmand 

Semple, B.A., M.B. Cantab., M.R.C.P. Lond. 

Part I. — The Non-Metallic and Metallic Elements, Alcoholic 
and Ethereal Preparations. 2s. 6d. cloth ; and 2s. paper. 
Part II. — Vegetable and Animal Substances, 2s. 6d. and 2s. 
Part III. — Classification of Remedies, Is. Gd. and Is. 
Part IV. — New Remedies. 2s. 6d. and 2s. 
Part V. — Tablets of Materia Medica. Price Is. 6d. and Is. 

Aids to Medicine. By the same Author. 

Part I. — General Diseases. Lungs, Heart, and Liver. Price 
2s. 6d. and 2s. 
Part II. — The Urine, Kidneys, etc. 2s. 6d. and 2s. 
Part III. — The Brain and Nervous System. 2s. 6d. and 2s. 
Part IV.— The Fevers, Skin Diseases, etc. Price 2s. 6d. and 2s. 

Aids to Obstetrics. By Samuel Nall, B.A., M.B. Cantab., 
M.R.C.P. Lond., late House Physician and Resident Obstetric 
Assistant, St. Bartholomew's Hospital. Twelfth thousand. Price 
2s. 6d. and 2s. 

Aids to Ophthalmic Medicine and Surgery. By Jonathan 

Hutchinson, jun., F.R.C.S. Cloth, 2s. 6d. ; sewn, 2s. 

Aids to General Pathology. By Gilbert A. Bannatyne, M.D. 

Cloth, Is. 6d.; sewn. Is. 

Aids to Special Pathology. By the same Author. Cloth, 2s. 6d.; 
sewn, 2s. 

Aids to Pharmacy. By C, K Armand Semple, B. A., M.B. Cantab., 
M.R.C.P. London. Cloth, price 2s. 6d. ; paper wrapper, 2s. 

Aids to Physiology. By B. Thompson Lowne, F.R.C.S., Ex- 
aminer in Physiology, Royal College of Surgeons. Fourth thou- 
sand. In two parts, price 2s. each ; or in one vol., cloth, 4s. 6d. 

" Certainly one of the best of the now popular Aids Qerie8."—StvdenU* Journal. 

Aids to Practical Physiology. By J. Brindley James, M.R.C.S. 

Price Is. 6d. cloth ; Is. paper. 

Aids to Pl^sioloffical Chemistry. By J. L. Thudichum, M.D., 
F.R.Q.P. Lond., formerly Lecturer on Physiological Chemistry, 
St. Thomas's Hospital. Price 2s. 6d. and 2s. 

Aids to Psychological Medicine. By L. S. Forbes Winslow, 
M.B., D.C.L. Oxon. Price Is. 6d. and Is. 
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Aids to Pjiblic HealtL By J. L. Thudiohum, M.D., F.R.C.P. 
Lond. Price Is. 6d. cloth, Is. paper. 

Aids to Sanitary Science for the Use of Candidates for Public 
Health Qualifications. By F. J. Allan, M.D., Assistant 

Professor of Hygiene, Coll. State Medicine. 236 pp. Price, 
cloth, 4s. 6d.; or in two parts, sewn, 2s. each. 

Aids to Surgery. In two parts. By George Brown, M.R.C.S. 
Price Is. 6d. cloth, and Is. paper, each ; or in one vol., cloth, 2s. 6d. 

Aids to Rational Therapeutics. By J. Milner Fotherqill, 

M.D., M.R.C.P. Lond. Price 2s. 6d. and 2s. 

Replies to Questions in Therapeutics. By Brindley James, 

M.R.C.S. Price Is. 6d. cloth, Is. paper wrappers. 

Aids to Zoology. By Major Greenwood, M.D. Honours in 
Zoology, University of London. Price 2s. 6d. and 2s. 



Aids to Anal]rtical Geometry. 

The Straight Line and Circle. By A. Le Sueur, B.A. 
Cantab. Second edition. Price 2s. 

The Conic Sections, with solutions of questions set at the 
London and other University Examinations. By George 
Heppel, M.A., St. John's College, Cambridge, Member of 
London Mathematical Society. Price 2s. 
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WORKS 

ON 

VETERINARY MEDICINE AND SURGERY. 



Amateur. Horses : their Rational Treatment and the Causes of 
their Premature Decay. By Amateur. Price 5s. 

An Abridgment of the above. By the same Author. Price Is. 

Banham. Tables of Veterinary Posology and Therapeutics. With 

Weights, Measures, etc. By Professor George A. Banham, 

F.R.C.V.S. Price 2s. 6d. 

Beacock. Prize Essay on the Breeding, Bearing, and Fattening of 
Cattle and Sheepj and proper treatment of Cows at time of 
Calving. By Joseph Beacock. Price 3d. 

Burke. The Tropical Diseases of the Horse. By Captain R. W. 
Burke, M.R.C.V.S., A.V.D. Third edition. [In the Press, 

Bumess — Mavor. The Specific Action of Drugs, an Index to 
their Therapeutic Value. By A. G. Burness and F. Mavor, Pre- 
sident of the Central London Veterinary Society. Price 10s. 6d. 

Courtenay. The Practice of Veterinary Medicine and Surgery. 
By E. Courtenay. Price 10s. 6d. 

" Written in a clear and concise style : will form a welcome addition to the library of the 
horse-owner, and those who take an interest in domesticated animals genenJly." — Mark 
Lane Express. 

Fleming. A Text-Book of Veterinary Obstetrics, including the 
diseases and accidents incidental to pregnancy, parturition and 
early age in the Domesticated Animals. By George Fleming, 
C.B., LL.D., F.R.C.V.S., F.R.G.S., President of the Royal 
College of Veterinary. Surgeons, late Principal of the Army 
Veterinary Department. Profusely illustrated. Cloth, price 30s. 

" Has filled up a void in a more satisfactory and complete way than any other member of 
his profession could have done."— r*< Field. 

" No man who makes any pretensions to veterinary science or stock breeding can dispense 
with this work.."— Live Stock Joumai. 

Fleming. Parasites and Parasitic Diseases of the Domesticated 
Animals. A Treatise by L. G. Neumann, Professor at the 
National Veterinary School of Toulouse. Translated and 
Edited by Geo. Fleming, C.B., LL.D., F.R.C.V.S., with 365 
illustrations. Price 25s. 

" The value and importance of Neumann's Treatise cannot be over-estimated ; it is certainly 
the most scientific, interesting, and useful work that has graced veterinary literature for some 
years." — The Veterinary Journal. 

<< We do not hesitate to say that this is a work which all pathologists ought to possess : and 
the practitioner . . . will not fail to add to his reputation if he has this book on his shelves." 
— The Lancet. 

*' This is one of the most useful of the many works with which Dr. Fleming has enriched 
English Veterinary literature. Although intended as a text-book for the veterinary student 
and practitioner, the translation has rendered it so readable that every intelligent farmer may 
derive a fund of useful information from its copiously illustrated pages." — Mark Lane Express. 

" Cannot fail to be of immense value to both the veterinary profession and to British stock- 
breeders." — Bell's Weekly Messenger. 
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Fleming. A Text-Book of Operative Veterinary Surgery. Part I., 

price lOs. 6d. Part IL in the Press, 
The Contagious Diseases of Animals: their influence on 

the wealth and health of the nation. Price 6d. 

Animal Plagues ; their History from the Earliest Times, 



Nature, and Prevention. Vol. I., to 1800. Price 15s. 
— Vol. II., from A.D. 1800 to 1844. Price 12s. 

Actinomykosis ; an Infectious Disease of Animals and 



Mankind. Price Is. 

On Roaring in Horses (Laryngismus Paral3rticus). Its 



History, Pathology, and Treatment. With coloured plate and 
woodcuts. Price 6s. 

Tuberculosis from a Sanitary and Pathological point of view. 



Price Is. 

Human and Animal Variolas. A Study of Comparative 



Pathology. Price Is. 

— Practical Horse Shoeing. With 37 illustrations. 2s. 

The Influence of Heredity and Contagion on the Propagation 



of Tuberculosis. By G. Fleming, F.RC.V.S., Herr A. 
Lydtin, and M. Van Hertsen. Price 6s. 

Qresswell. A Manual of the Theory and Practice of Equine Medicine. 
By J. Brodie Gresswell, F.RC.V.S., and Albert Gress- 
WELL, M.R.C.S. Eng. Second edition, enlarged. Price 10s. 6d. 

BY THE SAME AUTHORS. 

Equine Hospital Prescribes Second edition. Price 2s. 6d. 

Bovine Prescriber. Price 2s. 6d. 

Veterinary Pharmacopoeia. Materia Medica and Therapeutics. 

Price 10s. 6d. ' ^ ^ 

Diseases and Disorders of the Horse. A Treatise on Equine 

Medicine and Surgery. Price 5s. 

Hill. Principles and Practice of Bovine Medicine and Surgery, 
with woodcuts and coloured plates. By J. Woodroffe Hill, 
F.RC.V.S. Price 36s. 

^The Management and Diseases of the Dog. By J. W. Hill, 

F.RC.V.S. Third edition. Illustrated. Price 7s. 6d. 

Lambert. The Germ Theory of Disease, Concisely and Simply 
Explained. By Colonel James Lambert, F.RC.V.S., Army 
Veterinary Department. Price Is. 
Liautard. Animal Castration. By A. Liautard, M.D., 
HF.RC.V.S. Price 7s. 6d. 
■ Lameness of Horses and Diseases of the Locomotor 
Apparatus. Price 10s. 6d. 

Lupton. The Horse : its Examination and Law of Warranty. By 
James Irvine Lupton, F.RC.V.S. [In the Press. 
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Miller — Tellor. The Diseases of Liv0 Stock, and their most efficient 
remedies. A Popular Guide for the Treatment of Horses, Cattle, 
Cows, Sheep, Swine, Fowls, Dogs, etc. By Wm. B. E. Miller, 
D.V.S., President of U.S. Veterinary Association, Willls P. 
- Hazard, A. Liautard, M.D., F.RC.V.S., and Lloyd V. 
Tellor, M.D. Price 10s. 6d. 

McBride. Anatomical Outlines of the Horse. By J, A. McBridb, 
Ph.D., M.R.C.V.S. Third edition. Illustrated. Price Ss. 6d. 

Meyrick. Stable Management and the Prevention of Diseases 
among Horses in India. By J. J. Meyrick, C.B., F.R.C.V.S., 
Superintendent of Horse Breeding for the Punjab. Price 2s. 6d. 

Peyser. The Stable Management of Troop Horses in India. " The 
Collinsian" Prize Essay. By Major R. Poyser, A.V.D., 
F.RC.V.S. Price 2s. 

Rejmolds. The Breeding, Rearing, and Management of Draught 
Horses. By Richard Reynolds, M.R.C.V.S. Price 3s. 6d. 

Robertson. A Handbook of the Practice of Equine Medicine. 
By Wm. Robertson, F.RC.V.S., late Principal of the Royal 
Veterinary College, London. Second edition. Price 25s. 

Smith. A Manual of Veterinary Hygiene. By Captain Frederick 
Smith, A.V.D., M.R.C.V.S., Professor in the Army Veterinary 
School, Aldershot. Second edition. Price 10s. 6d. 

"The work is a very solid one, and it is a pleasure to recommend it." — Army and Navy Mag. 
" It should be on the bookshelf of every horseman, horsekeeper, and veterinary surgeon." 
— United Service Gazette. 

A Manual of Veterinary Physiology. By the same Author. 



Price 12s. 6d. 

" The work will commend itself to those for whom it was written by its conciseness and 
the able manner in which the important facts are dealt with and arranged."— Zanc«^ 

" We offer our hearty congratulation to Captain Smith for his welcome contribution to oiir 
scanty professional literature." — Veterinary Journal. 

'<A valuable addition to the too small list of good veterinary text-boolLa."— Journal of 
Comparative Pathology (Mac Fadyean). 

" We do not remember to have met with a scientific book which is more readable ; and it 
supplies one of the greatest wants in our literature." — Veterinary Record. 

*' This work ought to delight the heart of the veterinary student." — Nature. 

Veterinary Diagrams in Tabular Form. With coloured 

and plain engravings. Size of sheet 28 J by 22 inches. 

No. 1. — The External Form and Elementary Anatomy of the 
Horse. Price 3s. 6d., or mounted on roller and varnished, 6s. 6d. 

No. 2. — The Age of Domestic Animals. Price 2s. 6d., or 
mounted, 5s. 6d. 

No. 3. — The Unsoundnesses and Defects of the Horse. Price 
2s. 6d., or mounted, 5s. 6d. 

No. 4. — The Shoeing of the Horse, Mule and Ox. Price 
2s. 6d., or mounted, 5s. 6d. 

No. 5. — ^The Elementary Anatomy, Points and Butcher's 
Joints of the Ox. Price 3s. 6d., or mounted, 6s. 6d. 

Price per set of Five, 12s. ; or mounted, 27s. 
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